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_ INTRODUCTION 

Critical  Incident  Stress:  Helping  the  Helper 


The  role  of  the  rescue  responder  (fire,  ambulance  and  police  service)  is  to  rescue,  treat, 
provide  comfort  and  support,  and  protect  those  who  have  been  victims  of  a disaster 
or  major  emergency. 

Rescue/response  personnel  are  often  required  to  make  life-and-death  decisions;  they 
must  also  bear  the  responsibility  for  the  outcome  of  those  decisions. 

Studies  of  the  effects  of  Critical  Incident  Stress  have  done  much  to  reinforce  and  support 
what  has  been  known  for  some  time  by  those  involved  in  rescue/recovery  operations: 

• the  sights,  sounds  and  smells  related  to  rescue  work  can  have  a serious  emotional 
impact  on  rescue/recovery  personnel. 

• many  rescue  responders  are  reluctant  to  be  candid,  open  and  “out  front’’  with  their 
personal  feelings  and  stress  symptoms. 

• little  use  is  being  made  of  strategies  which  can  be  effective  in  mitigating  the 
psychological,  emotional  and  physical  effects  of  a traumatic  incident  in  which 
personalization  or  identification  with  the  victim(s)  has  occurred. 

Helping  the  helper  begins  with  education  and  subsequent  recognition  of  the  cause  and 
effects  of  stress,  with  awareness  of  the  benefits  of  the  Critical  Incident  Stress  Debriefing 
(CISD)  process,  and  with  acceptance  of  a disciplined  approach  to  the  use  of  stress 
reduction  and  management  techniques.  It  ends  with  willingness  to  make  use  of  peer 
support  systems  and  CISD  trained  professional  support.  Rescue/response  personnel  need 
to  be  assured  that  stress  reactions  to  certain  aspects  of  their  job  are  normal  consequences 
of  rescue  work.  Critical  Incident  Stress  Debriefings  (CISD’s)  provided  by  CISD-trained 
mental  health  professionals  and  peer  support  personnel  (ambulance,  fire  and  police), 
and  combined  with  the  application  of  proven  stress  management  strategies,  can  accomplish 
much  in  maintaining  control  over  the  impact  of  Critical  Incident  Stress.  This  reinforcement 
of  emotional,  psychological  and  physical  health  will  protect  rescue/response  personnel 
through  long  and  productive  careers. 

The  purpose  of  this  training  material  is  to  create  awareness  and  understanding  of  critical 
incident  stress,  how  it  manifests  itself  in  psychological,  emotional  and  physical  symptoms, 
and  what  can  be  done  to  combat  the  effects  of  exposure  to  traumatic  stimuli. 

In  Alberta,  a Critical  Incident  Stress  Debriefing  program  has  been  developed.  The  lead 
agency  for  the  program  is  Alberta  Public  Safety  Services.  Co-ordination  of  the  program 
is  administered  by  the  Disaster  Social  Services  Branch.  Clinical  direction  for  the  program 
is  provided  by  Alberta  Health,  Mental  Health  Services.  The  purpose  of  the  program 
is  to  conduct  educational  “in-service’’  seminars  on  the  subject  of  critical  incident  stress 
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and  co-ordinate  the  delivery  of  Critical  Incident  Stress  Debriefings.  Program  support 
is  available  by  contacting  the  Program  Co-ordinator  at  1-800-272-9600. 

This  material  in  this  document  has  been  extracted  from  a training  manual  prepared  by 
the  Co-ordinator  of  the  Alberta  Critical  Incident  Stress  Debriefing  Program.  DHHS 
Publication  No.  (ADM)  87-1422,  which  was  prepared  by  the  United  States  National 
Institute  of  Mental  Health,  was  used  as  a source  document  in  the  development  of  program 
training  protocols. 

This  training  material  may  be  reproduced  without  permission  from  the  Alberta  CISD 
Program  Co-ordinator;  citation  of  the  source  document  would  be  appreciated. 
Copyrighted  material  acknowledged  in  this  document  should  be  accorded  proper 
recognition  if  reproduced. 

The  Activities  section  of  this  training  document  contains  material  from  “Friends  Can 
Be  Good  Medicine”  produced  by  the  California  Department  of  Mental  Health. 
Reproduction  of  those  copyrighted  materials  is  permitted  only  when  reprinting  the 
complete  relevant  activity. 
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Critical  Incident  Stress  Intervention/Management 


When  rescue/response  personnel  are  called  to  the  scene  of  a major  emergency,  they 
become  immediate  victims  of  an  environment  that  in  many  cases  is  filled  with  confusion, 
pain,  fear  and  shock.  They  must  quickly  assess  the  situation,  determine  priorities  and 
begin  rescuing  those  who  are  in  danger,  treat  the  injuries  and,  quite  often,  provide  comfort 
to  the  bereaved.  These  heroic  and  demanding  tasks  must  be  carried  out  among  the 
unpleasant  sights,  sounds  and  smells  of  what  may  be  a hostile  and  hazardous  environment. 
Rescue/response  personnel  must  act  quickly  and  efficiently  in  the  face  of  pain,  fear 
and  in  some  instances,  anger  and  hostility  from  those  they  are  trying  to  help. 

Emergency  activities  involve  saving  lives  and  providing  treatment  and  comfort  to  victims 
of  fire,  motor  vehicle  and  industrial  accidents.  Being  exposed  to  distressing,  unexpected 
sights,  combined  with  difficult,  unpleasant  and  hazardous  working  conditions,  can  lead 
to  physical  illness  or  emotional  problems.1  Frequently,  during  rescue  operations, 
emergency  personnel  will  drive  themselves  to  the  limits  of  their  endurance.2  The  price 
of  the  dedication  and  loyalty  that  is  typical  of  rescue/response  personnel  may  be  paid 
at  both  the  physical  and  emotional  level. 

Stress  theory  states  that  certain  external  events  (stressors)  can  impose  extra  demands 
(stress)  on  the  individual  that  can  lead  to  physical/emotional  wear  and  tear  (strain). 
Stressors  typical  to  emergency  response  personnel  are  event  stress,  occupational  stress 
and  organizational  stress.  A major  rescue/response  during  a dramatic  and  traumatic 
event  can  expose  rescue/response  personnel  to  any  or  all  of  these.3 

The  intent  of  this  training  document  is  to  focus  on  the  needs  of  rescue/response  personnel 
with  respect  to  event  stress  (which  has  become  known  as  Critical  Incident  Stress)  by: 

1)  increasing  awareness  and  understanding  of  the  physical  and  emotional  impact  of 
problems  faced; 

2)  encouraging  rescue/response  personnel  to  acknowledge  these  needs  before,  during 
and  after  their  exposure  to  a traumatic  incident; 

3)  offering  a means  of  preventing,  intervening  with  and  managing  stress  associated  with 
rescue/response  functions  which  can  surface  as  physical,  psychological  and  emotional 
problems. 
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Event  Stressors 


Not  all  rescue/response  personnel  respond  in  the  same  way  to  the  same  event;  what 
may  be  traumatic  to  one  individual  may  have  little  or  no  impact  on  another.  A 
rescuer/responder  who  has  a young  family  will  identify  more  strongly  in  the  death  of 
a child  than  someone  who  has  no  young  children  to  associate  the  tragedy  with.  The 
potential  for  emotional  impact  is  also  dependent  on  the  type  of  event;  for  example,  floods 
are  perceived  as  less  devastating  (physically  and  emotionally)  than  a train  derailment, 
aircraft  crash  or  a tornado. 

Three  distinct  event  stressors  have  been  identified  most  frequently  in  the  literature 
regarding  rescue/response  stress:  personal  loss  or  injury;  traumatic  stimuli;  and  mission 
failure  (perceived  as  human  error).  Any  one  of  these  increases  susceptibility  to  negative 
stress  reactions. 

Personal  Loss  or  Injury 

The  loss  of  a loved  one,  or  a meaningful  possession  that  cannot  be  replaced,  usually 
produces  grief  reactions  which  typically  include  depression  or  extreme  sadness.  The 
intensity  of  reaction  depends  on  the  significance  of  the  loss.  Being  bereft  of  the  opportunity 
to  do  what  is  expected  of  them,  the  saving  of  lives,  can  result  in  grief  reactions  among 
rescue/response  personnel.  This  may  be  perceived  as  a significant  personal  loss.  An 
injury  that  has  resulted  in  the  loss  of  a function  may  produce  a psychological  reaction 
not  unlike  the  loss  of  possessions. 

Severe  fatigue  can  lead  to  a temporary  loss  of  function.  Emergency  situations  often 
require  rescue/response  personnel  to  perform  efficiently  at  high  levels  of  sustained  and 
strenuous  activity.  Such  demands  can  result  in  extreme  physical  and  mental  exhaustion. 

Traumatic  Stimuli 

Exposure  to  painful  deaths,  grotesque  human  remains  or  physical  contact  with  mutilated 
bodies,  and  deaths  of  children  are  particularly  stressful,  especially  if  personnel  identify 
with  the  victims,  or  the  event  becomes  personalized. 

Prolonged  and  emotional  contact  with  survivors  who  have  been  severely  traumatized 
may  cause  even  the  most  seasoned  rescuer/responder  to  experience  that  trauma 
vicariously,  especially  if  the  victim  reminds  them  of  a loved  one  or  family  member. 

Rescue/response  personnel  may,  during  rescue  operations,  be  exposed  to  dangerous 
working  conditions  while  attempting  to  rescue  victims  who  are  trapped  in  collapsing 
or  unstable  structures.  Awareness  of  the  potential  for  injury  under  such  working  conditions 
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can  be  quite  stressful.  Personnel  may  also  be  exposed  to  toxic  substances,  which  can 
cause  considerable  concern  about  after-effects. 

Stress  reactions  are  usually  unique  to  the  individual  and  are  based  on  that  individual’s 
state  of  mind  and  feelings  at  the  time  and  his  or  her  past  experience  with  disastrous 
events.  Even  so,  the  most  experienced  rescuer/responder  will  eventually  be  exposed 
to  an  event  that  exceeds  their  ability  to  cope;  in  particular,  the  death  of  a colleague 
on  the  job  or  as  a result  of  suicide. 

Mission  Failure 

Rescue/response  personnel  are  extremely  loyal  and  dedicated  to  performing  their  assigned 
tasks  competently  and  completing  their  assignments  successfully.  They  are  performance- 
oriented  individuals  who  cannot  be  satisfied  with  less  than  perfection  in  performing 
their  duties.  High  expectations,  if  they  are  not  met,  may  cause  them  to  question  their 
role,  and  their  abilities.  Failure  to  meet  their  self-imposed  expectations  can  be  emotionally 
distressing. 

One  of  the  attractions  of  rescue/response  work  is  the  intense  personal  satisfaction  derived 
from  saving  lives.  There  is  a powerful  need  for  this  type  of  reinforcement.4  A rescue 
effort  that  ends  in  failure  can  produce  extreme  disappointment  and  intense  feelings  of 
personal  failure  and  unworthiness,  even  if  there  is  no  rational  basis  for  these  feelings. 

Extreme  levels  of  stress  caused  by  frustrated  expectations  can  be  illustrated  by  a rescue 
effort  that  requires  both  prolonged  expenditures  of  energy  and  contact  with  the  victim, 
where  those  efforts  appear  to  be  going  well  but  end  in  failure.  Deaths  that  occur 
inadvertently  due  to  human  error  or  unexpected  complications  produce  similar  stress. 
Experienced  rescue/response  personnel  know  that  such  incidents  can  occur,  yet  may 
be  devastated  by  them  when  it  happens. 

Another  source  of  significant  stress  is  the  rescue  effort  that  receives  intense  media 
attention.  Under  such  conditions,  there  are  greater  demands  for  perfection  in  performance 
in  which  error  is  not  tolerated.  Circumstances  where  the  public  has  witnessed  a mission 
failure  or  human  error  can  have  extremely  devastating  results,  producing  intense  feelings 
of  powerlessness  and  hopelessness. 
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__  THREE  — 

Overview  of  the  Effects  of  Stress  on 
Rescue/Response  Personnel 


Commonly  experienced  stresses  such  as  personal  loss  or  injury,  traumatic  stimuli,  and 
mission  failure  or  perceived  human  error  have  been  identified  in  the  previous  chapter. 
Such  experiences  can  have  serious  potential  impact  on  rescue/response  personnel. 

Physical  Problems 

The  physical  reaction  following  exposure  to  a stressful  event  is  heightened  preparedness 
for  taking  action  and  responding.  Heart  rate,  blood  pressure  and  muscle  tension  are 
increased  and  there  is  increased  level  of  concentration.  Should  these  physiological  changes 
be  extended  for  too  long,  occur  too  frequently,  or  become  too  intense,  the  subsequent 
physical  discomfort  can  be  quite  severe.  Gastrointestinal  tension  (“knot  in  the  stomach”), 
nausea,  muscle  tremor  or  cramping,  heart  palpitations,  a ringing  sensation  in  the  ears, 
muffled  hearing  or  profuse  sweating  may  also  be  experienced.  High  energy  levels  may 
cause  rescue/response  personnel  to  work  to  the  point  of  exhaustion.5 

Such  acute  stressors  associated  with  involvement  in  a major  emergency  have  been  linked 
in  research  studies  to  various  serious  illnesses,  including  peptic  ulcer,  colitis,  heart  disease, 
hypertension  and  even  cancer  and  infectious  diseases.  The  studies  do  not  indicate  that 
stress  is  the  “cause  of’  the  disease  but  suggest  that  stress  may  be  a contributing  factor. 
They  may  indirectly  increase  the  opportunity  for  disease6  in  much  the  same  way  that 
stress  may  increase  one’s  intake  of  alcohol,  nicotine  or  other  harmful  substances,  which 
in  turn  increase  one’s  susceptibility  to  illness  or  disease. 

Behavioral  and  Social  Problems 

Severe  stress  can  result  in  undesirable  behavioral  and  social  problems,  which  can  be 
either  short  term  and  self-limiting  or  long  term  and  quite  serious. 

Withdrawal  from  and  resentment  of  family  and  friends  often  accompanies  severe  stress. 
Some  individuals  withdraw  or  distance  themselves  from  relationships  because  they  are 
convinced  that  what  they  are  going  through  is  not  appreciated  or  understood.  Others 
may  withdraw  or  distance  themselves  to  protect  those  they  care  about  from  the  gruesome 
aspects  of  their  job.  They  also  may  feel  they  are  not  fully  understood  or  appreciated. 
Such  withdrawal  tends  to  alienate  family  and  friends. 

Frustration  and  irritability  because  of  difficulty  in  coping  with  a traumatic  event  can 
also  create  distance  between  personnel  and  their  friends  and  family,  especially  if  problems 
are  not  being  shared  and  discussed. 


7 


Increased  alcohol  and  drug  use  may  also  be  associated  with  stress,  as  a means  of  dealing 
with  uncomfortable  feelings.  However,  it  is  an  inappropriate  way  of  dealing  with  stress 
and  can  produce  social  and  behavioral  problems  which  alienate  the  individual  from  family 
and  friends  and  result  in  job  dysfunction,  which  can  ultimately  lead  to  dismissal. 

Emotional  Reactions  to  Event  Stressors 

Clinical  interviews  with  rescue/response  personnel  during  or  following  a major  emergency 
have  provided  evidence  of  both  affective  and  cognitive  problems.  The  most  frequently 
observed  immediate  reactions  are  anxiety7,  fatigue8,  frustration,  anger,  irritability, 
hopelessness  and  moments  of  melancholy.9 

Rescue/response  personnel  have  also  reported  occasions  of  on-site  disturbances  in  work 
performance,  such  as  short-term  memory  loss,  inability  to  logically  solve  simple  problems 
and  difficulty  in  communicating  with  co-workers.10  They  also  report  feeling 
overwhelmed  by  what  they  see  and  temporarily  at  a loss  to  respond. 

Psychological  reactions  to  a major  traumatic  incident  typically  consist  of  two  alternating 
phases:  intrusive  thoughts  and  avoidance  or  denial.11  During  the  intrusive  phase, 
unwelcome,  unpleasant  thoughts  are  frequent,  persistent  and  unavoidable.  Sleep 
disturbances  are  also  common.  There  is  a tendency  to  become  overwhelmed  with  anxiety 
and  thoughts  about  the  experience.  Invasive  images,  sounds  and  smells  reminiscent  of 
the  traumatic  event  may  also  occur. 

Behaviors  during  the  intrusive  phase  take  many  forms.  There  may  be  a powerful  need 
to  cry  “for  no  reason.”  Objects  that  were  emotionally  quite  neutral  before  the  trauma 
can  suddenly  take  on  new  significance.  For  example,  barbecued  meat  may  become  a 
powerful  reminder  of  burning  human  flesh.  The  powerful  physical  and  emotional  effects 
of  this  pairing  of  a previously  neutral  stimulus  with  the  trauma  can  be  very  disturbing. 

Stimuli  that  trigger  recall  of  the  traumatic  experience,  such  as  seeing  other  participants 
or  survivors,  also  produce  the  emotions  associated  with  the  event.  The  event  may  be 
re-lived  (flashbacks)  and  the  experience  will  appear  quite  real.  When  normal  defensive 
controls  are  relaxed,  as  in  sleep,  the  painful  experience  may  also  recur  in  the  form  of 
nightmares. 

Periods  of  emotional  numbness  alternate  with  the  intrusive  phase.  The  affective  level 
is  quite  flat.  This  lack  of  strong  feelings,  either  positive  or  negative,  can  easily  be  mistaken 
for  calm  or  contentment.  There  are  conscious  attempts  during  this  phase  to  avoid 
reminders  of  the  trauma  and  appear  detached. 

There  can  be  many  repetitions  of  the  intrusive  and  avoidance  phases.  This  alternation 
is  quite  normal  and  may  represent  the  emotional  equivalent  of  biting  off  small,  manageable 
pieces  of  the  experience  as  a means  of  coping  with  and  managing  it.12 
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The  initial  reaction  to  an  overwhelming  experience  is  likely  to  be  profound  shock;  other 
reactions  may  not  surface  for  several  weeks.  Later  symptoms  can  include  heightened 
irritability,  nervousness,  difficulty  in  concentrating,  sleep  disturbances,  hypervigilance 
for  cues  related  to  the  event,  and  avoidance  of  similar  surroundings.13 

A survey  of  102  disaster  participants  including  48  rescuers  and  off-site  workers  found 
that  approximately  90%  suffered  repeated  recall  of  the  event  and,  in  20%  of  these,  the 
recall  was  severe  enough  to  interfere  with  daily  functioning.  About  50%  complained 
about  fatigue,  anxiety  or  depression.  Half  of  the  subjects  reported  sleep  disturbances 
and  almost  one  quarter  had  nightmares  about  frightening  events.14 
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i ! FOUR  — 

Mental  Health  Services  for 
Rescue/Response  Personnel 


Rescue/response  personnel  are  expected  to  respond  sensitively  to  victims,  treating  them 
with  dignity  and  concern  for  their  emotional  and  physical  needs  while  ignoring  their 
own  needs,  despite  the  fact  that  emergency  work  can  be  dangerous,  difficult  and 
demanding.  Emotional  reactions  and  problems  associated  with  rescue  work  are  a natural 
consequence  of  the  obliteration  of  normalcy  that  confronts  rescuers  who  are  responding 
to  an  emergency.  These  problems  should  not  be  viewed  as  mental  illness,  but  rather 
as  a normal  reaction  to  very  abnormal  circumstances. 

There  is  a strategy  that  can  enhance  the  health  and  the  ability  of  rescue/response  personnel 
to  cope  with  such  circumstances.  It  consists  of  prevention,  early  intervention  and  follow- 
up treatment. 

Prevention 

Prevention  requires  active  participation  in  the  planning  and  organization  of  work  in  order 
to  maintain  worker  mental  health.  The  consequences  of  repeated  exposure  to  dramatically 
stressful  events  must  be  recognized. 

In-service  training  in  awareness  of  Critical  Incident  Stress  will  help  personnel  become 
less  vulnerable  to  the  harmful  effects  of  stress  as  they  understand  it  and  learn  ways 
to  cope  with  traumatic  events.  Protecting  emotional  safety  is  as  important  as  ensuring 
physical  safety. 

In-service  training  should  include  an  appraisal  of  stressors  most  commonly  associated 
with  rescue  functions  and  the  stress  reactions  that  typically  follow.  Methods  for  dealing 
with  stress  should  be  reviewed  and  discussed  and  personnel  taught  how  to  link  coping 
strategies  with  situations  which  can  occur. 

Rescue/response  personnel  can  be  helped  to  acquire  techniques  and  skills  for  coping 
with  stress.  These  may  include  cognitive  techniques  such  as  positive  self-statements, 
which  encourage  stability  and  offer  reinforcement  (“you’re  doing  fine— keep  on  track, 
but  don’t  get  rushed’’),  or  redefinition  skills,  which  help  make  unpleasant  sights  seem 
less  threatening. 

Personnel  can  be  taught  to  recognize  their  own  signs  of  stress  and  avoid  harsh  self- 
criticism.  Practice  in  expressing  personal  feelings  and  sharing  those  feelings  with  peers 
will  help  them  be  more  sensitive  to  their  own  stress  levels,  as  well  as  more  willing 
to  seek  help  and  provide  support  to  co-workers. 
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The  need  for  physical  conditioning,  proper  diet  and  the  importance  of  recreation  and 
solid  interpersonal  relationships  as  means  of  mitigating  and  controlling  stress  should 
be  emphasized  during  in-service  training.  The  consequences  of  non-productive  coping 
behaviors  such  as  excessive  use  of  alcohol  or  other  drugs  should  also  be  discussed. 

An  organizational  plan  for  assistance  in  dealing  with  the  results  of  participation  in 
traumatic  events  should  include  active  affiliation  with  mental  health  resources.  Such 
a liaison  can  help  prevent  or  mitigate  worker  stress  when  a traumatic  event  has  impact 
on  rescue/response  personnel.  This  relationship  can  be  developed  by: 

• providing  cross-training  to  mental  health  personnel  (ride-alongs)  so  that  they  will 
be  familiar  with  the  emergency  aspects  of  the  job.  This  also  serves  to  develop 
credibility,  visibility  and  acceptance  of  mental  health  workers. 

• including  CISD-trained  mental  health  personnel  in  organizational  planning  activities, 
so  that  on-site  diffusing,  counselling  and  referral  protocols  can  be  developed  for  meeting 
the  needs  of  the  rescue/response  organization. 

Early  Intervention 

Intervention  interrupts  negative  processes  in  order  to  minimize  their  impact.  Intervention 
at  the  scene  includes  steps  taken  by  the  operations  co-ordinator  and  by  a mental  health 
worker.  Intervention  after  the  event,  for  rescue/response  personnel  who  are  still  attempting 
to  cope  with  emotional  issues,  should  be  done  by  mental  health  personnel  who  have 
been  trained  in  Critical  Incident  Stress  Debriefings  and  have  had  cross-training  in 
emergency  services. 

On-Site  Intervention 

Support  systems  available  at  the  scene  may  provide  crisis-diffusing  for  response  personnel 
or  counselling  for  survivors.  Site  commanders  may,  depending  upon  circumstances, 
be  able  to  minimize  prolonged  exposure  of  personnel  to  stressful  stimuli  through  rotation 
of  staff. 

Intervention  by  a trained  mental  health  worker  can  include  crisis  counselling  to  someone 
who  has  become  distressed  at  the  scene.  A rapid  assessment  of  the  situation,  on-site 
consultation  with  the  distressed,  and  making  arrangements  appropriate  to  both  the  needs 
of  responders  and  the  requirements  of  the  site  commander  are  an  appropriate  role  for 
a designated  mental  health  worker. 

Crisis  intervention  principles  should  be  used,  such  as  isolating  the  immediate  problem 
and  focusing  on  it,  encouraging  the  venting  of  feelings,  and  the  use  of  positive  self- 
statements. The  goal  is  an  immediate  return  to  duties  at  the  scene,  to  restore  the  normal 
working  pattern  for  the  responder  and  the  organization.  Sometimes  it  may  be  necessary 
to  reassign  a responder  to  less  disturbing  activities  at  the  scene  or  to  release  him  or 
her  from  duty. 
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Such  intervention  at  the  scene  by  a mental  health  worker  must  be  allowed  for  or  sanctioned 
in  advance  through  planning  and  the  assignment  of  protocols  to  include  such  a 
contingency. 

Early  Post-Incident  Intervention 

The  purpose  of  early  intervention  following  a traumatic  event  is  to  minimize  the  severity 
and  duration  of  emotional  trauma  by  exploring  common  emotions  so  that  workers  will 
understand  and  cope  more  effectively  with  their  own  and  one  another’s  reactions.  The 
goal  is  to  help  those  who  have  been  traumatized  deal  with  their  emotions  by  encouraging 
them  to  express  the  emotions  and  help  them  understand  that  such  feelings  are  not  only 
normal,  but  essential  to  the  healing  process.  It  also  offers  an  opportunity  to  teach  workers 
about  typical  symptoms  and  prepare  them  for  reactions  which  may  surface  later. 

A structured  group  debriefing  process  within  two  weeks  of  the  incident  is  recommended. 
Everyone  who  was  involved  with  the  event  should  be  encouraged  to  participate. 

A formal  Critical  Incident  Stress  Debriefing  is  carried  out  by  a team  leader,  a co-debriefer 
and  two  peer  support  persons  representing  the  service  being  debriefed.  The  team  leader 
must  be  a mental  health  professional  who  has  strong  group  process  skills  and  experience 
in  crisis  counselling.  The  co-debriefer  would  likely  also  be  a mental  health  professional. 
All  members  of  the  debriefing  team  must  have  training  in  the  Critical  Incident  Stress 
Debriefing  process.  As  well,  the  team  leader  and  co-debriefer  must  be  cross-trained 
in  emergency  service  functions. 

The  following  is  a brief  summary  of  the  format  followed  during  the  Critical  Incident 
Stress  Debriefing  process:15 

• Introductory  phase 

Team  members  are  introduced  and  rules  of  conduct  regarding  confidentiality  are 
stressed.  Emphasize  that  critical  incident  stress  debriefings  are  not  an  operations  critique 
and  discuss  the  purpose  of  the  debriefings. 

• Fact  phase 

The  purpose  of  this  phase  is  to  determine  and  describe  objectively  the  sequence  of 
events  and  what  each  member  of  the  response  group  did  during  the  incident,  with 
emphasis  on  facts  and  without  criticism. 

• Thought  phase 

Emphasis  is  placed  on  initial  thoughts  about  what  personnel  saw,  did,  etc. 

• Reaction  phase 

This  is  an  opportunity  for  personnel  to  describe  their  feelings  about  the  event  and 
what  was  happening  to  them  physically  as  well  as  emotionally,  which  is  hardest  to 
deal  with  at  the  scene. 
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• Symptom  phase 

Focus  on  the  psychological  and  physical  symptoms  at  the  scene,  and  symptoms  which 
have  continued  or  are  occurring  at  present. 

• Teaching  phase 

A summary  and  discussion  of  typical  symptoms,  emphasizing  the  normality  of  these 
symptoms. 

• Re-entry  phase 

This  phase  is  used  to  conclude  the  group’s  activities,  answer  questions  and  develop 
a plan  of  action  for  on-going  support  and  individual  counselling  if  required. 

A Critical  Incident  Stress  Debriefing  is  not  an  operations  critique;  it  is  concerned  with 
the  psychological  and  emotional  issues  related  to  the  incident.  The  spirit  of  the  process 
is  positive  and  supportive,  in  order  to  encourage  acceptance  and  open  discussion  of 
distressing  and  uncomfortable  feelings.  It  is  a specific,  focused  intervention  process 
to  allow  the  release  of  emotions  suppressed  at  a time  when  the  intensity  of  these  feelings 
can  be  quite  high.  The  debriefing  process  further  supports  distressed  personnel  by 
apprising  them  of  specific  skills  for  dealing  with  stress  and  creating  an  opening  for  mutual 
support  from  peers  who  share  their  coping  skills.  It  also  creates  an  opportunity  for  them 
to  seek  out  professional  help  on  an  individual  basis. 

Follow-up  Treatment 

The  normal  adjustment  process  following  exposure  to  an  intense,  distressing  experience 
may  take  weeks.  Not  all  people  can  adjust  completely  without  some  assistance,  and 
the  adjustment  period  for  those  who  are  experiencing  some  difficulty  should  be  monitored. 
This  could  be  handled  through  supervisory  or  medical  checks,  special  training  (stress 
management)  or  interview  sessions.  Such  activities  aid  in  assessing  the  severity  of  the 
incident  (on  staff)  and  provide  further  opportunity  for  staff  to  express  their  feelings 
and  be  reassured  about  the  normality  of  those  feelings.  It  also  creates  further  opportunity 
for  referral  for  long  term  support. 

Many  rescue/response  personnel  tend  to  be  impatient  about  and  opposed  to  an  individual, 
client-centered  approach.  They  may  respond  favorably  to  a group-oriented  approach 
that  offers  behavioral  management  techniques  which  focus  on  reducing  symptoms  and 
which  offer  an  educational  component. 

It  must  be  noted  that  a well-established  working  relationship  between  the  rescue 
organization,  its  membership  and  CISD-trained  mental  health  personnel  benefits  all. 
Working  together  on  a regular  basis,  participating  in  social  events,  making  courtesy 
calls  and  actively  participating  in  ride-alongs  increases  credibility  and  trust.  The  outcome 
is  a more  efficient  response  when  mental  health  support  is  needed. 
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___  FIVE  — — 

The  Impact  of  Disaster  Stress  on 
Rescue/Response  Personnel 


It  does  not  necessarily  take  a disaster  to  evoke  stress  reactions.  Routine  emergencies 
can  have  a powerful  impact  on  some  emergency  personnel.  However,  recovery 
activities/operations  related  to  disaster  are  likely  to  provoke  more  powerful  reactions 
and  have  an  impact  on  a greater  number  of  rescue/response/recovery  personnel. 

To  place  incident  stress  reactions  into  perspective,  it  is  important  to  emphasize  two 
concepts: 

1 . No  one  who  is  involved  in  a disaster  is  untouched  by  it.  A disaster  is  an  awesome 
event.  Residents  of  a disaster  stricken  community  often  report  disturbing  feelings 
of  grief,  sadness,  anxiety  and  anger,  even  when  they  themselves  are  not  direct  victims 
of  the  disaster.  When  individuals  sustain  tragic  losses,  it  is  not  unusual  for  neighbors 
and  rescue/response  personnel  to  identify  with  the  direct  victims. 

Seeing  homes,  community  and  the  physical  environment  destroyed  by  a disaster  creates 
a tremendous  sense  of  vulnerability  and  profoundly  affects  one’s  sense  of  control, 
security  and  well-being. 

This  does  not  suggest  that  rescue  personnel  will  be  overcome  with  grief  or  stress 
in  every  disaster  or  major  emergency  that  they  respond  to;  rescue  personnel  become 
seasoned,  experienced  and  to  some  extent  desensitized.  However,  after  any  disaster 
or  emergency,  when  asked  “What  affected  you  the  most?”,  those  involved  will  usually 
have  a deeply  moving  answer. 

2.  Disaster  stress  reactions  are  a normal  response  to  an  abnormal  situation.  When 
rescue/response  personnel  have  been  exposed  to  severe  or  prolonged  stress  in  a disaster 
or  traumatic  situation,  they  may  display  signs  of  emotional  and  psychological  strain. 
These  reactions  are  normal  reactions  to  extraordinary  and  abnormal  situations  and 
are  to  be  expected.  Relief  from  stress  and  the  passage  of  time  usually  resolve  the 
situation.  However,  information  about  the  normality  of  stress  reactions,  education 
about  stress  management,  and  early  attention  to  symptoms  can  speed  the  recovery 
process  and  prevent  long-term  problems. 

Disaster  Phases 

Emergency  response  personnel  go  through  a series  of  emotional  reactions  related  to 
the  response  phase  and  subsequent  activities.16  Victims  (survivors)  go  through  their 
own  phases  and,  at  times,  rescue/response  personnel  may  feel  “out  of  sync”  with  the 
emotional  reactions  of  victims.  For  example,  victims  may  be  experiencing  grief,  anxiety 
and  anger  while  rescue  personnel  are  still  heroically  and  energetically  involved  in 
rescue/recovery  operations. 
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While  it  is  impossible  to  predict  exactly  what  any  one  rescuer/responder  will  experience 
at  any  given  point  in  time,  the  phases  usually  experienced  are  as  follows: 

Alarm  Phase 

Initially,  rescue  personnel  and  victims  experience  shock  and  they  may  be  stunned  and 
find  it  difficult  to  comprehend  the  enormity  of  the  situation.  They  must  comprehend 
and  adjust  to  the  news  of  the  disaster  and  try  to  make  sense  of  the  information  received. 
During  normal,  routine  operations,  the  alarm,  whether  a pager,  telephone  call  or  PA 
announcement,  motivates  quick  action.  The  responder  must  move  from  a relaxed  state 
of  rest  to  a high  energy  level  involving  alertness  and  preparedness. 

Mobilization  Phase 

Rescue  personnel  recover  quickly  from  the  initial  shock  and  start  co-ordinating  plans 
and  setting  priorities.  Supplies,  equipment  and  resource  needs  are  quickly  assessed  and 
staff  moved  into  action. 

Action  (Rescue)  Phase 

Rescue  personnel  can  be  involved  in  extremely  high  levels  of  activity  where  stress 
potential  exists.  Numerous  frustrations  may  occur  due  to  adverse  or  unpleasant  working 
conditions,  lack  of  equipment  and  communication  break  down.  Operations  of  long 
duration  can  produce  burnout  if  needs  for  breaks,  food  and  rest  are  ignored. 

Let-down  Phase 

This  phase  involves  transition  from  rescue/recovery  operations  back  into  the  normal 
routine  of  work  and  family  life.  The  feelings  that  were  repressed,  denied  or  put  on  hold 
during  the  action  phase  are  likely  to  surface  at  this  time. 

Stress  Responses  During  Disasters 

In  describing  the  common  stress  reactions  experienced  by  rescue/response  personnel 
during  a disaster  or  critical  incident,  the  word  “symptom”  is  used  only  to  refer  to  specific 
reactions. 

Early  recognition  of  severe  stress  reactions  is  important.  If  rescue  personnel  are  given 
short  breaks  before  symptoms  become  severe,  they  can  often  return  to  action  and  function 
quite  effectively.  If  excessive  stress  reactions  continue  unabated,  workers  will  soon  use 
up  most  of  their  energy.  They  can  easily  reach  a state  of  severe  exhaustion  and  no  longer 
be  able  to  cope  adequately.  They  can,  eventually,  become  a hazard  to  themselves,  their 
co-workers  and  the  people  they  are  trying  to  help.17 

Follow  these  guidelines  to  determine  whether  a rescue  worker  is  experiencing  potentially 
excessive  levels  of  stress: 

• the  worker  experiencing  a few  of  the  listed  symptoms  does  not  usually  constitute 
a problem. 
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• the  worker  experiencing  several  symptoms  in  each  category,  suggests  that  functioning 
may  be  diminishing. 

Performance  should  be  assessed  with  special  attention  to  judgement,  efficiency  and 
effectiveness.  In  assessment,  pay  attention  to  instinct  and  gut  reactions  to  whether  stress 
reactions  are  excessive  or  problematic. 

The  following  symptoms  may  occur  during  the  action  phase  of  rescue/response/recovery 
operations.18 

Physical: 

Physical  symptoms  usually  occur  first  in  acute  stress  reactions;  in  the  case  of  burnout, 
they  are  usually  the  last  to  appear. 

1.  increased  heart  rate,  respiration,  blood  pressure 

2.  shortness  of  breath  (a  medical  check  should  be  provided  if  there  are  accompanying 
chest  pains) 

3.  nausea,  upset  stomach,  diarrhea 

4.  sweating  or  chills,  hot/cold  spells,  clammy  skin 

5.  tremors  of  hands,  lips,  eyes 

6.  muffled  hearing 

7.  headaches 

8.  narrowed  field  of  vision 

9.  feelings  of  weakness,  numbness,  tingling  or  heaviness  in  arms  or  legs 

10.  feeling  uncoordinated 

11.  soreness  of  muscles 

12.  lower  back  pains 

13.  feeling  a “lump  in  the  throat” 

14.  chest  pains  (medical  check-up  required) 

15.  faintness  or  dizziness 

16.  exaggerated  startle  reflex 

17.  fatigue 

18.  appetite  change. 

Cognitive: 

All  cognitive  processes  usually  diminish  under  stress;  these  symptoms  usually  follow 
the  physical  symptoms  in  acute  stress  situations:19 

1 . memory  problems 

2.  difficulty  in  naming  objects  (anomia) 


3.  disorientation 

4.  difficulty  in  comprehending,  slowness  of  thinking 

5.  mental  confusion 

6.  difficulty  in  making  simple  calculations 

7.  difficulty  in  using  logic,  making  judgements  and  decisions  or  problem-solving 

8.  loss  of  ability  to  conceptualize  alternatives  or  prioritize  tasks 

9.  poor  concentration,  limited  attention  span 

10.  loss  of  objectivity. 

Psychological  and  Emotional: 

1.  feeling  high,  heroic,  invulnerable 

2.  euphoria,  feelings  of  excessive  gratitude  for  being  alive 

3.  anxiety,  fear 

4.  strong  identification  with  the  victim 

5.  anger,  blaming  (self-blame) 

6.  irritability,  restlessness,  hyperexcitability 

7.  sadness,  grief,  depression,  moodiness 

8.  recurrent  dreams  of  the  event  or  other  traumatic  dreams,  sleep  difficulties 

9.  guilt  feelings  about  not  having  done  enough 

10.  feelings  of  isolation,  detachment,  estrangement,  feeling  lost  or  abandoned 

11.  apathy,  diminished  interest  in  usual  activities 

12.  denial  of  feelings,  numbness 

13.  excessive  worry  about  the  safety  of  others. 

Behavioral: 

1.  difficulty  in  communicating,  verbally  or  in  writing 

2.  hyperactivity 

3.  decreased  efficiency  and  effectiveness 

4.  outbursts  of  anger,  frequent  arguments 

5.  inability  to  rest  or  relax 

6.  periods  of  crying 

7.  increased  use  of  alcohol,  tobacco  and  other  drugs 

8.  social  withdrawal,  distancing,  limited  contact  with  others. 

If  there  is  prolonged  involvement  (days,  weeks,  months)  in  rescue/recovery  operations, 
it  is  likely  that  symptoms  of  burnout  may  be  experienced  by  response  crews.  A noticeable 
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change  in  attitudes  among  rescue/recovery  personnel,  such  as  lowered  self-confidence 
or  self-esteem  or  reduced  sense  of  accomplishment,  may  occur.  There  may  also  be 
negative  feelings  about  survivors  or  resistance  to  the  idea  of  being  confronted  by  one 
more  victim/survivor  or  story  about  what  happened. 

Stress  Responses  After  a Disaster 

Rescue/response  activities  expose  emergency  personnel  to  situations  that  can  be 
meaningful,  traumatic  or  both.  It  can  be  a positive  experience  for  them  as  well  as  a 
very  painful  one.  While  there  is  a tendency  for  rescue/response  personnel  to  push 
themselves  to  the  limit  of  their  physical  and  emotional  endurance  to  do  what  needs  to 
be  done,  they  will  experience  powerful  feelings  of  relief  when  it  is  all  over.  At  the 
same  time,  it  is  not  unusual  for  them  to  be  ambivalent  about  “letting  go”  of  their 
emergency  role.  This  contrast  of  relief  and  feelings  of  sadness  can  be  confusing.  It  is 
necessary,  therefore,  to  understand  the  concept  of  transition. 

Transition  involves  four  components:20 

1.  an  ending,  involving  loss  and  letting  go; 

2.  a period  of  confusion  and  distress ; 

3.  a period  of  working  through  and  making  sense  of  feelings;  and 

4.  a new  beginning. 

In  transition,  rescue/response  personnel  may  recall  and  be  affected  by  both  positive 
and  negative  aspects  of  the  disaster  experience.  These  conflicting  aspects  should  be 
discussed  during  subsequent  debriefing. 

Positive  aspects  of  the  disaster  experience: 

• opportunity  to  use  initiative  and  creativity 

• opportunity  to  develop  and  use  leadership  potential  and  skills 

• professional  growth,  learning 

• development  of  inter-agency  teamwork 

• excitement,  stimulation 

• development  of  new  professional  and  social  relationships 

• increased  sense  of  community,  identity  and  importance 

• feelings  of  effectiveness  and  accomplishment  and  of  having  contributed  to  something 
that  matters 

• appreciation,  recognition  from  survivors  and  the  community 

• self-confidence  and  increased  sense  of  courage. 
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Negative  aspects  of  the  disaster  experience: 

• traumatic  shock 

• identification  with  victims’  loss  and  pain 

• feelings  of  inadequacy 

•job  frustration,  e.g.,  equipment/communications  breakdowns 

• confusion  about  chain  of  command 

• separation  from  family  and  friends 

• fatigue  and  exhaustion. 

Let-down  Phase 

Reactions  related  to  the  let-down  phase  may  include  those  feelings  associated  with 

transition  or  exposure  to  disaster  operations. 

Reactions  related  to  transition: 

1.  Difficulty  in  letting  go;  a desire  to  continue  involvement  with  the  event. 

2.  Sadness  and  depression  about  the  loss  of  positive  feelings  associated  with 
rescue/response  functions. 

3.  A strong  desire  to  maintain  contact  with  survivors  of  the  disaster  and  other  rescue 
personnel. 

4.  Feelings  of  restlessness  and  difficulty  in  returning  to  regular  duties. 

5.  Feelings  of  depression  and  annoyance  about  routine  work  accumulated  during 
involvement  in  rescue  activities. 

6.  Inability  to  feel  they  have  put  the  experience  behind  them,  especially  if  no  debriefing 
has  been  provided. 

7.  Anger  about  lack  of  recognition  for  performance  during  the  emergency. 

8.  Feelings  of  estrangement  from  peers  who  were  not  involved  and  may  not  understand 
what  it  was  like. 

9.  Conflict  with  co-workers  who  were  not  involved,  who  may  resent  losing  out  on 
the  recognition,  excitement  and  overtime. 

10.  Feeling  estranged  from  family,  who  might  not  appreciate  or  understand  how 
important  their  role  was  nor  how  bad  it  was. 

1 1 . Conflict  with  family  about  extended  absence  due  to  the  demands  of  rescue/recovery 
operations. 

Reactions  related  to  the  disaster/emergency: 

1 . A feeling  of  numbness  or  lack  of  feelings;  after  an  intensely  traumatic  event,  feelings 
of  shock. 

2.  As  shock  wears  off,  feelings  of  sadness,  grief  or  anger  surfacing  for  the  first  time. 
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3.  Fear  of  recurrence  of  the  event;  hypervigilance  for  disaster  cues  (e.g. , familiar  faces, 
sights  or  sounds). 

4.  Avoidance  of  activities  or  places  that  arouse  recollection  of  the  event. 

5.  A need  to  express  emotions  and  repeatedly  talk  about  the  experience. 

6.  Withdrawal,  denial  of  feelings  and  unwillingness  to  talk  about  the  experience. 

7.  Two  typical  alternating  reactions  to  a major  traumatic  event  may  occur: 

• Intrusion,  in  which  unpleasant  memories  or  unwelcome  thoughts  about  the  event 
surface  unexpectedly;  there  is  a tendency  to  struggle  for  control  and  to  drive  them 
from  consciousness. 

• Avoidance  or  denial  which  can  bring  about  emotional  numbness;  there  is  an  intense 
effort  to  avoid  any  reminders  of  thoughts  and  feelings  about  the  event. 

Timing  of  Post-Event  Stress  Reactions 

Stress  reactions  can  surface  at  any  time  during  the  alarm  mobilization,  action  (rescue) 
or  let-down  phases.  Rescue  personnel  generally  experience  extreme  levels  of  fatigue 
or  emotional  numbness  following  involvement  in  a major  event.  This  is  likely  due  to 
extended  periods  of  working  at  high  energy  levels  during  which  time  they  must  repress 
their  thoughts  and  feelings  about  what  they  see. 

Some  rescue  personnel  may  not  experience  strong  feelings  of  discomfort  related  to 
exposure  to  traumatic  stimuli.  Past  experience  with  unpleasant  sights  may  have  prepared 
them,  or  they  may  not  have  had  cause  to  identify  with  the  survivors/victims.  The  absence 
of  stress  reaction  while  co-workers  are  having  difficulty  should  not  cause  concern;  not 
everyone  reacts  the  same  way  to  the  same  event. 

In  some  cases,  reactions  to  traumatic  stimuli  may  not  surface  until  weeks  or  months 
after  the  event.  In  such  cases,  it  is  usually  a similar  event  or  an  accumulation  of  events 
that  acts  as  a trigger.  The  main  characteristics  of  a delayed  stress  reaction  include:21 

• vivid  and  disturbing  dreams  of  the  event,  or  intrusive  mental  images  (flashbacks); 

• strong  concern  about  repetition  of  the  event. 

How  to  Know  When  Stress  Reactions  Become  a Problem 

Stress  reactions  usually  diminish  in  time  if  there  is  opportunity  to  discuss  the  event  and 
explore  personal  feelings  about  its  impact.  Support  from  family  and  friends  is  also  helpful. 
It  is  possible  for  an  event  to  be  so  traumatic  that  symptoms  persist.  The  following 
guidelines  will  assist  in  determining  whether  normal  stress  reactions  have  become 
problematic: 

• Duration:  Stress  reactions  may  last  a few  days  or  a few  months;  generally,  symptoms 
should  begin  to  subside  in  about  6-8  weeks.  Symptoms  persisting  beyond  this  may 
require  professional  support. 
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• Intensity:  Any  symptoms  that  are  excessive  in  intensity  or  out  of  control  may  require 
professional  intervention  and  support;  visual  or  auditory  hallucinations  or  suicidal 
thoughts  require  professional  support. 

• Level  of  functioning:  Any  symptoms  that  interfere  with  job  functioning  or  family 
life  should  be  discussed  with  a mental  health  professional. 

These  reactions  are  all  normal  consequences  of  being  exposed  to  an  abnormal  situation. 

They  do  not  imply  weakness  or  craziness.22 
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_ SIX  — 

Learning  to  Manage  Stress:  What  Can  Be  Done 


A review  of  the  literature  on  stress  management  will  find  one  common  message  which 
should  be  emphasized:  It  is  possible  to  learn  to  manage  stress  so  that  the  challenges 
of  life  can  be  enjoyed.23 

This  chapter  will  not  examine  all  of  the  many  stress  management  techniques.  It  will 
concentrate  on  two  basic  areas: 

• Assessing  one’s  own  stress  and  one’s  perceptions  of  stress,  learned  or  acquired  coping 
techniques,  and  social  support  systems. 

• Developing  a healthy  life  style  that  emphasizes  nutrition  and  exercise  (fitness)  as  major 
components  of  stress  management,  health  and  well-being. 

Learning  to  manage  stress  does  involve  a change  in  lifestyle  and  such  changes  take  time. 
Basic  mastery  of  stress  management  techniques  can  take  weeks  or  months  of  dedication 
and  determination.  A serious  approach  to  stress  management  takes  advantage  of  local 
community  resources,  such  as  programs  and  classes  on  stress  management  provided 
through  adult  education  programs  at  universities  and  community  colleges,  and  locally 
run  physical  fitness  programs. 

Perceptions  of  Stress 

How  individuals  respond  to  a stressful  event  depends  upon  how  they  perceive  or  appraise 
the  event,  their  subsequent  reactions,  their  coping  skills  and  the  strengths  of  their  personal 
support  systems. 

Each  individual’s  perception  of  what  is  stressful  is  unique.  Some  events,  however,  are 
commonly  recognized  as  life  change  stressors  (e.g.,  divorce,  birth).  Additional  stress 
may  increase  an  individual’s  vulnerability. 

Thoughts  and  beliefs  have  a lot  to  do  with  stress  reactions.  People  normally  engage 
in  some  kind  of  internal  dialogue  (“self-talk”)  to  describe  their  world  and  how  they 
react  to  it.  Realistic,  accurate  self-talk  is  typical  of  someone  who  is  functioning  well. 
Irrational  or  untrue  self-talk  is  common  when  under  stress  or  extremely  disturbed.24 

Negative  self-talk  is  usually  connected  to  irrational  ideas,  based  on  misperceptions  (“this 
person  doesn’t  like  me”)  or  the  should’s,  ought’s  and  must’s  of  the  perfectionist  (“I 
should  have  been  able  to  do  more  in  that  situation”). 

Another  way  of  engaging  in  irrational  thought  is  to  “awfulize”25  by  making 
catastrophic  interpretations  of  personal  experiences.  For  example,  a person  who  has 
been  feeling 
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excessively  tired  may  suspect  that  he/she  has  a serious  medical  problem;  a spouse  who 
must  suddenly  put  in  long  hours  at  work  may  be  suspected  of  having  an  affair.  The 
emotions  related  to  such  awfulizing  of  the  facts  can  be  quite  uncomfortable. 

Self-talk  can  be  a powerful  ally  in  dealing  with  stress.  Difficult  situations  can  be  managed 
more  easily  through  positive,  helpful  self-talk.  Rescue  personnel  have  extremely  high 
levels  of  expectation  related  to  performance:  they  have  a lot  of  unrealistic  should’s. 
Rescue  personnel  need  to  be  aware  of  the  negative  self-talk  they  engage  in  and  develop 
strong  habits  related  to  the  use  of  positive  self-talk  to  overcome  irrational  thinking  and 
perceptions  about  their  performance. 

Coping  Techniques 

Coping  relates  to  the  things  one  does,  feels  or  thinks  when  dealing  with  the  impact  of 
an  unpleasant  situation  or  in  controling  a threatening  situation.  Coping  may  be  “problem 
focused’’,  so  an  individual’s  response  to  different  stressors  may  vary.26 

Being  aware  of  and  having  faith  in  individual  coping  styles  and  the  strengths  of  personal 
resources,  makes  it  easier  to  understand  and  deal  with  one’s  own  reactions  to  traumatic 
stimuli. 

Those  who  manage  to  successfully  work  through  previous  traumatic  events  often  develop 
strengths  and  coping  skills  that  help  them  and  others  deal  effectively  with  exposure  to 
another  such  event. 

An  effective  way  of  recognizing  the  presence  of  stress  is  develop  a keen  awareness 
of  body  cues.  This  can  facilitate  the  development  of  conscious  coping  strategies.  Most 
people  experience  muscle  tension  when  in  an  anxious  state  and  tend  to  tighten  specific 
muscle  groups.27  For  example,  a woman  who  believes  that  it  is  bad  to  express  anger 
may  develop  chronic  neck  tension  and  pain;  a man  who  is  anxious  about  job  performance 
may  develop  chronic  stomach  problems.28  Learning  to  recognize  body  cues  is  the  first 
step  in  learning  to  manage  stress. 

Social  Support  Systems 

“Social  support”  refers  to  benefits  that  come  from  positive  interaction  with  other  people. 
It  may  include  passing  along  information,  or  providing  material  or  emotional  support. 

Social  involvement  during  periods  of  stress,  life  transition  and  crisis  has  substantial 
implications  for  health  and  well-being.  Positive  relationships  with  spouses,  friends,  family, 
co-workers  and  neighbors  can  have  a buffering  effect  on  stress  and  support  the 
maintenance  of  physical  and  mental  well-being.29  Developing  and  maintaining  solid 
social  support  networks  are  necessary  for  combating  stress. 

Work  in  emergency  services  and  disaster  response  can  seriously  undermine  and  impose 
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hardship  on  personal  relationships.  Irregular  work  schedules,  physical  and  mental  fatigue, 
extended  separation  from  home  and  family,  and  subsequent  stress-related  problems  can 
challenge  even  the  most  secure  personal  relationships. 

Involvement  in  disasters  or  major  emergencies  offers  both  opportunities  for  and  obstacles 
to  social  support;  it  is  useful  to  know  and  recognize  these  barriers  so  that  they  can  be 
avoided  or  worked  around. 

Some  aspects  of  emergency  work  promote  supportive  relationships: 

1 . People  feel  energetic  and  are  motivated  to  work  together. 

2.  There  is  unity  and  a common  goal. 

3.  Individuals  from  different  organizations  have  an  opportunity  to  work  together. 

4.  A strong  sense  of  “esprit  de  corps”  develops. 

5.  A strong  sense  of  community  develops  among  rescue  workers  and  survivors. 

6.  A sense  of  family  develops  among  the  combatants. 

7.  A strong  sense  of  identity  develops  that  includes  a unique  history,  language,  symbols, 
humor  and  pride. 

8.  There  is  a sense  of  adventure  and  excitement  as  well  as  meaning  and  purpose. 

9.  A strong  bond  of  friendship  develops  among  people  facing  life-or-death  circumstances 
together. 

Some  aspects  of  emergency  work  interfere  with  supportive  relationships: 

1.  Frustration,  irritation  and  anger  may  develop  among  rescue  personnel  due  to  lack 
of  resources,  communication  problems,  equipment  failure  or  human  error. 

2.  Personnel  who  become  fatigued  can  become  irritable  and  begin  to  “rub  each  other 
the  wrong  way.” 

3.  There  may  be  conflict  over  lines  of  authority,  jurisdiction  issues,  allocation  of 
resources  and  allocation  of  blame. 

4.  Prolonged  contact  with  victims  and  survivors  may  produce  strong  needs  to  be  isolated 
and  away  from  anything  or  anyone  associated  with  the  event. 

5.  There  may  be  guilt  feelings  about  socializing  and  relaxing  under  such  circumstances. 

6.  Rescue  personnel  may  feel  strong  emotions  about  the  emergency  but  be  uncomfortable 
discussing  them  because: 

• they  believe  they  are  supposed  to  be  professional  and  “have  their  act  together”; 

• the  traditional  “macho”  ethic  among  rescue  personnel  forces  them  to  “be  strong”; 

• co-workers  may  not  be  talking  about  their  feelings. 

7.  Conflict  or  estrangement  may  develop  between  rescue  personnel  and  their  primary 
support  system,  the  family: 

• Long  hours  and  days  on  the  job  can  impose  excessive  hardship  on  families, 
especially  if  they  are  also  victims  of  the  emergency. 
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• Families  may  feel  frustration  and  anger,  despite  understanding  and  supporting 
the  rescue  workers’  role  in  the  emergency. 

• Emotional  and  psychological  involvement  with  the  emergency  may  distance  rescue 
personnel  from  their  families;  subsequent  fatigue  may  also  interfere  with 
participation  in  routine  family  affairs. 

• Rescue  personnel  may  feel  that  their  families  cannot  understand  the  experience; 
family  irritation  and  frustration  can  compound  the  problems,  resulting  in  isolation 
and  estrangement. 

Developing  or  maintaining  supportive  relationships: 

1 . Develop  a buddy  system  to  provide  on-the-job  monitoring  so  that  appropriate  breaks 
for  meals  and  rest  are  taken.  Buddies  also  provide  verbal  encouragement  and  support. 

2.  A staff  critique  should  follow  each  shift  in  order  to: 

• improve  communication  and  clear  away  areas  of  misunderstanding; 

• provide  opportunity  to  discuss  frustrations; 

• help  individuals  understand  “what  bothered  you  most?”  and  “what  pleased  you 
most?”  while  on  shift; 

• remind  one  another  about  normal  responses  and  feelings,  feelings  of  guilt  and 
the  need  for  social  support  activities. 

3.  On  extended  emergency  operations  away  from  home,  rescue  personnel  should  try 
to  maintain  contact  with  family  and  friends: 

• Photographs  of  family  members  help  to  maintain  contact  psychologically. 

• Telephone  contact  to  share  feelings  helps  prevent  the  sense  of  being  strangers  when 
returning  home. 

• Letters,  cards,  photographs  and  news  articles  sent  home  help  maintain  closeness 
while  reminding  family  members  of  the  need  to  be  there,  away  from  them. 

4.  When  emergency  operations  are  over,  a debriefing  offers  peer  support  and  provides 
an  opportunity  to  examine  thoughts,  feelings  and  reactions  related  to  their  involvement 
in  the  incident. 

5.  Rescue  personnel  should  be  apprised  of  the  emotional  reactions  that  can  follow 
withdrawal  from  rescue  functions.  Sharing  those  feelings  and  making  efforts  to  keep 
in  touch  and  maintain  professional  collaboration  may  help  to  deal  with  feelings  of 
sadness. 
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i 1 SEVEN  — 

Developing  A Healthy  Lifestyle 


Rescue/response  work  can  be  psychologically  stressful  and  also  physically  demanding. 
Usually  there  is  no  opportunity  to  warm  up  or  prepare  for  the  intense  physical  demands 
of  rescue  activity.  As  well,  extended  periods  of  strenuous  physical  activity  combined 
with  extreme  mental  stress  can  be  followed  by  extended  periods  of  inactivity  while 
equipment  and  additional  resources  are  brought  in.  Exercise  and  physical  fitness  are, 
therefore,  extremely  important. 

Exercise 

Exercise  can  improve  one’s  state  of  health  and  help  combat  the  negative  effects  of  stress. 
It  can  strengthen  the  body’s  systems  by  developing  the  stamina  and  endurance  to  respond 
to  physical  demands.  Exercise  also  reduces  the  physiological  arousal  and  muscle  tension 
related  to  the  stress  response  syndrome,  encouraging  the  body  to  move  from  a state 
of  tension  (alarm)  back  to  a state  of  relaxation.30 

Benefits  of  Exercise: 

1.  Physical  benefits: 

• increased  efficiency  of  the  heart  and  circulatory  system 

• improved  pulmonary  function 

• reduced  resting  pulse  and  blood  pressure 

• reduced  body  fat  and  better  control  of  body  weight 

• increased  muscular  strength  and  endurance 

• increased  immune  response. 

2.  Physiological  benefits: 

• improved  mood  (hormones  released  in  the  brain  and  blood  during  exercise  produce 
natural  pain  killers  and  mood  elevators) 

• decreased  anxiety  and  hostility 

• improved  concentration,  alertness  and  cognitive  functioning 

• improved  sleep 

• better  appearance  and  improved  self-esteem. 

Types  of  Exercise:31 

1.  Low  intensity  exercise  can  improve  muscle  strength,  flexibility  and  endurance: 

• calisthenics:  stretching  and  limbering  up 

• isotronics:  contracting  muscles  against  a resistant  object  with  movement,  such 
as  weight  lifting 

• isometrics:  contracting  muscles  against  resistance  without  movement,  such  as 
pushing  against  a wall. 
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2.  Aerobic  exercise  can  strengthen  the  cardiovascular  system  and  increase  stamina: 

• sustained  rhythmic  activity  of  large  muscle  groups 

• running,  jogging,  swimming,  dancing,  bicycling. 

3.  Competitive  sports  have  the  added  benefit  of  providing  an  outlet  for  negative  emotions 
such  as  irritability  and  anger. 

Exercise  and  Emergency  Response 

During  rescue/ response  activities,  excessive  physical  and  psychological  stresses  are 
imposed  on  emergency  workers;  exercise  to  provide  fitness  for  handling  these  demands 
is  important: 

1 . Participate  in  a regular  exercise  program  to  maintain  physical  conditioning  necessary 
to  manage  the  physical  demands  of  the  job  and  promote  psychological  strength  and 
resources  to  cope  with  stress. 

2.  Whenever  possible,  do  warm-up  exercises  before  engaging  in  periods  of  intense 
physical  activity;  even  a few  simple  stretches  while  waiting  or  during  periods  of 
inactivity  would  be  beneficial. 

3.  During  extended  periods  of  inactivity,  perform  whatever  exercises  possible: 

• stretching,  especially  neck,  shoulder  and  back  muscles. 

• isometrics,  such  as  pushing  hands  together  to  contract  and  release  muscles. 

4.  During  prolonged  involvement  in  rescue  operations,  it  would  be  wise  to  exercise 
every  day  in  one  of  the  following  ways: 

• calisthenics  to  release  muscle  tension 

• aerobics  to  release  tension  and  maintain  stamina,  health  and  mood 

• sports  to  provide  an  outlet  for  tension  and  aggression 

• exercising  with  co-workers  to  build  or  sustain  support  systems  during  prolonged 
stressful  emergency  operations. 

5.  It  is  advisable  to  engage  in  some  form  of  vigorous  exercise  (aerobics  or  sports)  within 
24  hours  following  a major  operation  or  critical  incident. 

Nutrition 

Emergency  activities  place  added  demands  on  the  body,  increasing  the  importance  of 
good  nutrition.  The  physical  activity  and  added  strain  of  emergency  response  functions 
increase  the  body’s  need  for  certain  nutrients,  while  at  the  same  time  depleting  other 
nutrients.  A major  problem  during  emergency  operations  is  the  disruption  of  eating 
schedules  and  the  absence  of  nutritious  meals. 

Rescue/response  personnel  either  forget  or  ignore  the  need  to  eat  because: 

• there  are  too  many  tasks  to  be  carried  out; 

• stress,  adrenaline  “fight  or  flight”  reactions  may  mask  or  interfere  with  normal  appetite 
signals; 
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• distressing  sights,  sounds  or  smells  can  destroy  an  appetite; 

• food  supplies  may  be  disrupted. 

Under  ordinary  circumstances,  the  body  requires  some  40  to  60  nutrients  daily  to  maintain 
health.  Stress  imposes  greater  demands  on  intake:  certain  nutrients  are  essential  for  the 
body  to  function  properly  while  under  stress.  Active  or  tense  muscles  produce  a high 
level  of  lactic  acid;  calcium  is  needed  to  counteract  it.  A diet  which  is  too  low  in  calcium 
can  cause  an  individual  to  feel  anxious,  irritable  and  fatigued.32  Vitamin  C is  essential 
to  the  functioning  of  the  adrenal  glands  which  help  maintain  alertness.  Stress  can  deplete 
body  reserves  and  increase  the  need  for  such  nutrients  as  protein,  calcium  and  vitamins 
C,  A and  B-complex.33  Food  alone  cannot  make  a person  healthy,  but  good  nutrition 
combined  with  regular  exercise  can  assist  in  the  management  of  stress  and  maintenance 
of  health. 

Nutrition  and  Disaster  Response 

To  sustain  energy  and  obtain  necessary  nutrients  during  involvement  in  prolonged 
rescue/recovery  operations: 

1.  Eat  regularly,  even  if  not  hungry. 

2.  Eat  four  to  five  times  daily  in  small  amounts.  This  will  help  combat  body  stress 
and  symptoms  of  hypoglycemia,  provide  a constant  blood  sugar  and  energy  level 
and  also  help  to  prevent  the  discomfort  of  indigestion  caused  by  working  on  a full 
stomach. 

3.  Develop  a habit  of  carrying  high  energy  non-perishable  foods.  Fruit,  dried  fruit, 
granola  bars,  nuts  and  trail  mix  are  good  sources  of  energy  and  nutrients. 

4.  Maintain  an  adequate  fluid  intake,  especially  if  exposed  to  heat.  Carry  water,  juice 
or  fluid  with  electrolyte  supplements  in  a small  personal  canteen. 

5.  Avoid  caffeine,  sugar,  sweet  pastries  such  as  doughnuts,  and  fast  foods  that  are  high 
in  fat  and  sodium. 

6.  Arrange  to  have  the  following  readily  available: 

• fruit  and  high  protein  snacks 

• decaffeinated  coffee,  tea,  mineral  water,  fruit  juices  and  milk. 

7.  Always  carry  a good  vitamin/mineral  supplement  to  be  sure  that  the  body  is  getting 
the  nutrients  it  requires  under  less  than  ideal  eating  conditions. 

8.  Get  away  from  the  disaster  site  for  meals: 

• A break  is  needed  from  disaster  stimuli  and  interaction  with  disaster  survivors. 

• A calm,  relaxed  atmosphere  can  aid  digestion  as  well  as  reduce  muscle  tension 
and  other  stress  symptoms. 

9.  Try  to  eat  meals  with  a friend  or  co-worker;  interaction,  support  and  humor  can 
help  emotionally  as  well  as  physically. 
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SUPPLEMENTARY  MATERIALS 


There  are  many  stress  management  techniques  which  are  helpful  in  dealing  with  stress 
symptoms.  Detailed  training  on  these  techniques  is  beyond  the  scope  of  this  package. 
However,  the  readings  listed  in  the  References  section  and  the  materials  and  activities 
included  in  this  chapter  will  help  broaden  understanding  of  stress  reactions,  assess  which 
are  most  problematic,  and  choose  specific  techniques  for  managing  particular  stress 
reactions.  Techniques  which  can  be  helpful  include: 


progressive  relaxation 

breathing 

meditation 

yoga 

imagination 
guided  imagery 
self-hypnosis 


thought  stopping 

refuting  irrational  ideas 

assertiveness  training 

time  management 

biofeedback 

nutrition 

exercise 


Audio  Visual  Materials 

The  following  materials  are  recommended: 

• Friends— State  of  California  Department  of  Mental  Health.  (9  minutes)  16  mm  film, 
3/4”,  1/2”  VHS,  and  beta  video  formats. 

This  upbeat  film  emphasizes  the  importance  of  friendship  in  times  of  high  stress. 
It  includes  comments  from  professionals  of  all  ages  about  the  value  of  friends.  ( Useful 
in  raising  awareness  of  the  relationship  between  social  support  and  health.) 

For  information  on  rental  or  purchase,  contact: 

California  Department  of  Mental  Health  Film  Library 
1600— 9th  Street 
Sacramento,  California  95814 

• Relations— State  of  California  Department  of  Mental  Health.  (24  minutes),  16  mm 
film,  3/4”,  1/2”  VHS  and  beta  video  formats. 

This  film  explores  the  complexities  and  paradoxes  encountered  in  trying  to  make  and 
maintain  supportive  personal  relationships.  The  film  dramatizes  different  relationships: 
among  men  in  a men’s  support  group;  in  a professional  peer  group;  between  husband 
and  wife,  brother  and  sister,  man  and  machine;  and  in  romantic  and  platonic 
relationships.  At  times,  the  film  also  raises  the  darker  side  of  relationships.  ( Useful 
for  stimulating  discussion  about  difficulties  in  establishing  and  maintaining 
relationships.) 

For  information  on  rental  or  purchase,  contact: 

California  Department  of  Mental  Health  Film  Library 
1600— 9th  Street 
Sacramento,  California  95814 
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• Relaxation  and  Stress  Management  Program 

Three  audio  cassettes  and  a 52-page  guide  to  stress  management.  The  cassettes  include 
musical  and  environmental  background.  Tapes  include  the  following  topics: 

Tape  1:  Progressive  Relaxation  and  Deep  Muscle  Relaxation 

Tape  2:  Autogenic  Relaxation:  Arms  and  Hands,  and  Legs  & Feet 

Tape  3:  Visual  Imagery  Relaxation  and  Image  Rehearsal  Practice 

( These  tapes  and  guides  may  be  used  in  classroom  instruction  or  as  self-guided 

instruction  to  stress  management  for  individuals .) 

For  information  on  prices  and  ordering,  contact: 

Stress  Management  Research  Associates,  Inc. 

P.O.  Box  2232B 
Houston,  Texas  77251 

Recommended  Readings 

Charles  worth,  Edward.  A.  and  Nathan,  Ronald.  G.,  Stress  Management:  A 
Comprehensive  Guide  to  Wellness,  New  York,  NY:  Atheneum,  1984. 

Davis,  M.;  Eshelman,  E.R.;  and  McKay,  M.  The  Relaxation  and  Stress  Reduction 
Workbook,  Oakland,  CA:  New  Harbinger  Publications,  1982. 
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ACTIVITIES 


The  following  activities  can  be  used  in  encouraging  the  development  of  personal  and 
group  resources.  Some  may  help  identify  current  stress  levels,  and  others  the  strengths 
of  personal  and  auxiliary  support  systems  (friends,  family  and  co-workers).  Some 
activities  are  useful  for  identifying  stressful  situations  and  choosing  approaches  to 
managing  them,  using  personal  and  auxiliary  resources. 

The  opportunity  for  participating  as  a group  is  a major  benefit  of  activities  such  as  these. 
This  helps  promote  a group  approach  to  dealing  with  unpleasant,  work-related  situations. 
The  value  of  developing  peer  support  for  handling  stress-related  problems  cannot  be 
emphasized  enough. 


Activity  1 

Time  required:  15  minutes 

Material  required:  Stress  level  and  support  network  strength  tests  (see  next  two  pages). 

Stress  Level  and  Support  Network 

This  activity  can  help  rescue/response  personnel  to  assess  their  current  stress  level  and 
support  system.  Participants  should  complete  the  stress  and  support  system  tests,  then 
consider  the  following  questions: 

• As  you  did  this  exercise,  did  you  find  anything  illuminating  or  surprising? 

• What  was  the  most  useful  thing  you  learned  in  doing  this  exercise? 
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STRESS  LEVEL 


Circle  each  stress  event  that  you  experienced  within  the  last  12  months.  Then  add  the 
scores  for  each  item  you  circled  and  put  the  total  in  the  box. 


Personal 

Family 

(6)  Serious  injury  or  illness 

(10)  Death  of  spouse  or  immediate 
family  member 

(6)  Alcohol,  drug,  or  emotional 
problem 

(8)  Divorce 

(4)  Marriage 

(6)  Reconciliation  or  separation 

(4)  Death  of  close  friend 

(4)  Serious  illness  or  injury  of 
family  member 

(2)  Trouble  with  friends  or 
neighbors 

(4)  Pregnancy  or  birth 

(2)  Began  or  ended  school  or 
training  program 

(4)  Family  arguments  or  trouble 
with  in-laws 

Work  & Finances 

(6)  Lost  job,  retired 
(4)  Sold  or  bought  home 
(2)  Changed  jobs,  promotion 
(2)  Trouble  with  boss 


(4)  Child  entered  or  left  home 
(2)  Relative  moved  into  household 
(2)  Moved  to  new  residence 


Stress  Total: 
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SUPPORT  NETWORK  STRENGTH 


Circle  one  response  for  each  item.  Then  add  the  scores  next  to  each  item  you  circle 
and  put  the  total  in  the  box. 

1 . At  work,  how  many  persons  do  you  talk  to  about  a job  hassle? 

none  (or  not  employed)  (0) 
one  or  two  (3) 
two  or  three  (4) 

4 or  more  (5) 

2.  How  many  neighbors  do  you  trade  favors  with  (loan  tools  or  household  items,  share 
rides,  babysitting,  etc.)? 

none  (0) 
one  (1) 

two  or  three  (2) 
four  or  more  (3) 

3.  Do  you  have  a spouse  or  partner? 
no  (0) 

several  different  partners  (2) 

one  steady  partner  (6) 

married  or  living  with  someone  (10) 

4.  How  often  do  friends  and  close  family  members  visit  you  at  home? 
rarely  (0) 

about  once  a month  (1) 
several  times  a month  (4) 
once  a week  or  more  (8) 

5.  How  many  friends  or  family  members  do  you  talk  to  about  personal  matters? 

none  (0) 
one  or  two  (6) 
three  to  five  (8) 
six  or  more  (10) 

6.  How  often  do  you  participate  in  social,  community  or  sports  groups? 
rarely  (0) 

about  once  a month  (1) 
several  times  a month  (2) 
once  a week  or  more  (4) 


Support  Total: 


37 


Below,  draw  a line  across  each  barometer  where  your  scores  for  stress  level  and  network 
strength  fall. 


STRESS 

BAROMETER 


SUPPORT  NETWORK 
BAROMETER 


-40 

40- 

-35 

38- 

-30 

36- 

-25  HIGH 

34- 

-20 

32- 

-15 

30- 

-14 

27- 

-13 

24- 

-12  MODERATE 

21- 

-11 

18- 

-10 

15- 

-8 

12- 

-6 

9- 

-4  LOW 

6- 

-2 

3- 

-0 

0- 

If  your  STRESS  LEVEL  score  is: 

Less  than  10: 

You  have  a low  stress  level  and  your  life 
has  been  stable  in  most  areas. 

10-15: 

You  have  a moderate  stress  level  and  there 
has  been  a lot  of  change  in  your  life. 

16  or  more: 

You  have  a high  stress  level  and  there  have 
been  major  adjustments  in  your  life. 


If  your  SUPPORT  NETWORK  store  is: 

Less  than  15: 

Your  support  network  has  low  strength  and 
probably  does  not  provide  much 
support.  You  need  to  consider  making 
more  social  contacts. 

15-29: 

Your  support  network  has  moderate 
strength  and  likely  provides  enough 
support  except  during  periods  of  high 
stress. 

30  or  more: 

Your  support  network  has  high  strength 
and  it  will  likely  maintain  your  well- 
being even  during  periods  of  high 
stress. 


Reprinted  with  permission.  Source:  California  Department  of  Mental  Health.  Copyrighted  1981. 
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Activity  2 


Time  required:  20  minutes 

Materials  required:  pencil/pen  and  paper 

This  activity  helps  to  identify  stressful  situations  and  suggests  some  approaches  to 
managing  them.* 


Stress  in  Your  Life 

1 . Make  a list  of  10  current  personal  life  situations  that  cause  anxiety  or  distress.  Include 
any  situation  that  is  likely  to  be  encountered  in  the  near  future.  Be  specific,  including 
the  persons  and  the  setting  involved. 

2.  Rate  the  experiences  on  a stress  scale  of  0 to  100.  Total  relaxation  is  0 and  the  most 
stressful  of  experiences  is  100.  Rank  order  all  items  from  least  to  most  stressful. 

3.  Examine  the  list  of  stressors  and  ask  the  following  questions: 

• Are  there  any  demands  I can  eliminate  or  deadlines  I can  change  to  reduce  my 
stress? 

• Have  I prioritized  my  tasks  in  a logical  way? 

• Am  I managing  my  time  effectively  for  getting  my  tasks  done? 

• Is  there  anyone  I should  be  talking  to  or  working  with  to  get  my  tasks  done  or 
reduce  my  stress? 

• Am  I relying  on  my  support  systems?  How  can  I use  them  more  effectively? 

• Are  there  any  stressful  situations  on  my  list  that  I would  like  to  learn  to  manage 
more  effectively,  e.g.,  by  learning  to  be  more  assertive,  learning  to  feel  more 
self-confident,  learning  to  relax? 


*From  E.A.  Charlesworth  and  R.G.  Nathan,  Stress  Management:  A Comprehensive 
Guide  to  Wellness,  New  York,  NY:  Atheneum,  1984. 
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Activity  3 

Time  required:  40  minutes 

Material  required:  flipcharts,  pens  and  paper 

This  activity  can  be  done  individually  although  it  is  intended  as  a group  activity. 

Positive  and  Negative  Thoughts 

Divide  participants  into  groups  of  five  each.  Have  each  group  answer  the  following 
questions  and  record  their  result  on  flipcharts  for  reporting  back  as  a group.  Allow  20 
minutes  for  the  small  group  exercise  and  20  minutes  for  reporting  to  the  main  group. 

1 . In  your  work,  what  are  some  common  thoughts  that  tend  to  “awfulize”  the  situation 
or  predict  the  worst  possible  scenario?  For  example,  “I  know  there  won’t  be  enough 
help  on  this  one.” 

2.  What  are  some  positive  ways  to  deal  with  these  irrational  or  unwanted  thoughts? 
Some  common  ways  include: 

• Distraction:  focus  on  something  you  can  do. 

• Thought  stopping  or  cognitive  intervention:  “Stop.  That  is  an  irrational  or  unhelpful 
thought.” 

3.  What  are  some  thoughts  you  can  use  to  normalize  the  situation  in  your  mind,  to 
make  it  seem  not  so  bad?  For  example,  “It’s  only  an  amputation.  He’s  going  to 
live.  I’ve  seen  worse.” 

4.  What  are  some  of  the  unrealistic  self-expectations  that  you  have  experienced,  some 
of  the  should’s,  out-to’s  and  must’s?  Think  of  the  incidents  in  which  this  kind  of 
negative  self-talk  occurred  and  complete  the  following  sentences: 

I should  have  — 

If  only  I had  — 

A good  rescuer/responder  would  have  — 

In  such  a situation,  a good  worker  should  — 

5.  When  this  list  is  complete,  go  down  the  list  and  discuss  what  is  unrealistic  or  irrational 
about  each  item.  How  does  each  irrational  expectation  get  in  your  way  as  an 
emergency  responder?  (The  purpose  of  this  exercise  is  to  see  how  unrealistic 
expectations  can  cause  undue  stress.) 

6.  What  are  some  of  the  positive  things  you  can  give  yourself  mentally  to  help  yourself 
through  difficult  situations?  Make  a complete  list  to  share  with  the  group.  Some 
common  types  of  positive  self-talk  that  emergency  workers  use  include: 

• Giving  yourself  permission  to  feel  certain  emotions:  “It’s  normal  to  feel  a little 
queasy.  It  will  go  away  in  a minute.” 

• Giving  yourself  instructions  or  ‘ ‘talking  yourself  through’  ’ : “Take  a deep  breath. 
More  help  is  on  the  way.  The  first  step  is  to.  . .;  next  I’ll  do  so  and  so.” 

• Substituting  positive  for  negative  self-statements:  Instead  of  “I  should  have.  . 
interrupting  yourself  and  saying  “I  did  a good  job  with  that,  considering.  . ..” 

• Giving  yourself  positive  feedback  and  reinforcement:  “You’re  doing  fine”, 
“You’ve  done  this  a thousand  times  before,  it’s  a piece  of  cake  for  you.” 
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Activity  4 

Time  required:  20  minutes 

Materials  required:  paper,  pencil,  flipcharts  and  pens 

This  activity,  designed  as  a group  exercise,  can  also  be  done  individually. 

Coping  with  Personal  Crisis 

1 . Take  a blank  piece  of  paper  and  pencil  or  pen.  Think  of  one  situation  you  feel  was 
a personal  crisis,  an  emergency  or  traumatic  event.  Write  it  down.  Write  down  three 
(or  more)  actions,  thoughts,  beliefs,  personal  characteristics  or  strengths  used  that 
helped  to  deal  with  that  crisis,  to  cope,  to  survive  it,  to  get  through  it. 

2.  Reflect  on  how  those  strengths  and  coping  skills  are  now  being  used  to  deal  with 
current  situations. 

3.  In  a group  situation,  share  these  strategies  with  other  participants  and  record  them 
on  flipcharts  so  that  everyone  in  the  group  can  think  about  effective  coping  strategies. 

4.  Identify  any  additional  strategies  used  to  cope  with  the  demands  and  stresses  of  the 
job.  The  strategies  may  be  problem-focused  or  emotion-focused. 
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Activity  5 

Time  required:  20  minutes 

Materials  required:  paper  and  pencil 

Your  Support  Group 

Take  three  pieces  of  paper  and  a pencil  or  pen.  Complete  the  following  exercise. 

Participants  may  share  their  observations  as  a group  exercise  if  they  wish  to. 

1 .  Draw  a circle  in  the  centre  of  the  first  piece  of  paper.  In  it,  write  your  name.  Next, 
draw  smaller  circles  around  the  big  circle.  These  circles  can  vary  in  size.  They 
represent  members  of  your  support  group.  Think  about  the  persons  with  whom  you 
have  the  strongest  and  closest  bonds  and  begin  filling  the  various  circles  with  their 
names:  people  you  have  warm  feelings  for;  people  you  feel  comfortable  with;  people 
you  would  like  to  talk  with  if  you  were  having  a hard  time;  people  you  would  enjoy 
sharing  a meal  with;  people  you  would  enjoy  receiving  a letter  from. 


2.  As  you  list  names,  you  may  find  yourself  wishing  that  you  were  in  closer  contact 
with  some  of  them.  If  so,  list  those  names  on  the  second  sheet  of  paper. 

3.  There  may  even  be  some  people  for  whom  you  find  yourself  feeling  a special  affection. 
You  may  even  feel  that  you  want  to  do  something  particularly  nice  for  them— write 
them  or  phone  them. 

4.  When  you  have  finished  diagramming  your  social  support  system,  take  a minute 
and  review  each  name  and  remember  the  kinds  of  support  you  have  exchanged  with 
that  person. 

5.  Decide  what  use  to  make  of  your  diagram  and  two  lists.  Is  there  someone  you  would 
like  to  be  in  touch  with  or  send  a message  to  right  now?  Put  the  diagram  in  your 
wallet,  pull  it  out  and  review  it  whenever  you  are  feeling  low. 
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6.  This  exercise  can  be  modified  to  diagram  support  groups  in  specific  settings  such 
as  the  work  environment.  Fill  the  circles  with  names  of  people  with  whom  you  have 
supportive  relationships.  Ask  such  questions  as:  Is  there  anything  I would  like  to 
do  to  improve  my  relationship  with  any  of  these  people?  Are  there  any  people  in 
my  work  environment  who  are  not  in  these  circles  that  I would  like  to  have  as  a 
support?  How  can  I go  about  establishing  that  relationship? 

Source:  Ferguson  T.,  “Your  support  group.”  In:  California  Department  of  Mental 
Health,  Friends  Can  Be  Good  Medicine.  San  Francisco,  CA:  Pacificon  Productions, 
1981. 

For  information  about  ordering  this  booklet,  contact: 

California  Department  of  Mental  Health 
Publications  Unit 
P.O.  Box  1015 

North  Highlands,  California  95660 
Stock  *7540-956-1011-6 
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Activity  6 

Time  required:  15  minutes 


Social  Support 

There  are  three  basic  ways  to  find  social  support: 

•To  wait  until  it  is  given. 

• To  ask  for  it. 

• To  give  it. 

Divide  participants  into  three  small  groups.  Have  them  discuss  the  pros  and  cons  of 
each  approach. 

• What  is  the  hardest  about  that  approach?  easiest? 

• What  are  the  benefits?  drawbacks? 

• Share  any  personal  experiences  you  may  have  had  using  such  an  approach. 

Have  the  small  groups  reconvene  and  discuss/share  their  ideas  with  the  whole  group. 
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Activity  7 

Time  required:  10  minutes 

Materials  required:  Individual  copies  of  the  chart;  pencil 

“Whom  would  you  tell  if  you.  . 

As  individuals,  fill  out  the  following  chart,  putting  the  names  of  family,  friends,  and 
co-workers  in  the  appropriate  boxes  across  the  top.  Put  checks  beside  those  whom  you 
can  tell  about  important  needs,  feelings  and  events  in  your  life.  The  total  number  of 
checks  at  the  bottom  of  each  column  should  give  you  an  idea  of  those  you  trust  and 
those  you  could  learn  to  trust  more.  Use  the  totals  to  think  about  relationships  you  might 
want  to  work  on  or  improve. 


Made  a mistake? 

Had  a serious  illness? 

Felt  very  angry? 

Were  overlooked  for  promotion? 

Had  financial  difficulties? 

Wanted  to  have  an  affair? 

Felt  lonely,  depressed  and 
hopeless? 

Were  lonely? 

Were  deciding  to  quit  your  job? 
Wanted  a divorce? 

Knew  your  mother  was  dying? 
Felt  someone  hurt  your  feelings? 

TOTAL 


Source:  George,  S.,  “Whom  would  you  tell  if  you.  . .?”  In:  California  Department 
of  Mental  Health,  Friends  Can  Be  Good  Medicine.  San  Francisco,  CA:  Pacificon 
Productions,  1981.  Copyright  1981. 
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Activity  8 

Time  required:  10  minutes 

Materials  required:  Copies  of  self-analysis  profiles  and  diagram;  pencil 

Self-Analysis  Profile 

The  following  items  represent  one  way  of  characterizing  a person’s  well-being.  To 

complete  the  profile,  read  each  of  the  questions  below  and  score  the  items  as  follows: 
Next  to  the  question  put  a “1”  if  you  rate  yourself  poor , “2”  if  you  rate  yourself 
average,  “3”  if  you  rate  yourself  excellent. 

Emotional  Category 

1.  How  do  you  feel  about  yourself?  How  satisfied  are  you  with  who  you  are? 

2.  How  accepting  of  others  are  you?  Can  you  respect  people  who  view  life  differently? 

3 . Are  you  sensitive  to  your  own  emotional  feelings?  Do  you  permit  your  feelings  to 
tell  you  about  yourself? 

Physical  Category 

4.  Are  you  familiar  with  your  body?  Are  you  sensitive  to  the  messages  that  it  sends? 

5.  Do  you  properly  exercise  your  muscles?  Do  you  physically  exert  yourself  in  a regular 
routine  of  fitness? 

6.  Do  you  maintain  a balanced  diet?  Do  you  avoid  excessive  consumption  of  substances 
known  to  be  hazardous  to  your  health? 

Social  Category 

7.  Can  you  express  yourself  in  public?  Are  you  able  to  communicate  your  thoughts 
and  feelings  to  your  friends? 

8.  Do  you  exert  the  energy  required  to  establish  and  maintain  friends?  Do  you  take 
the  necessary  time? 

9.  Are  you  actively  involved  in  your  community?  Do  you  think  and  work  on  problems 
confronting  you  and  your  neighbors? 

Spiritual  Category 

10.  Are  you  engaged  in  reaching  your  own  understanding  of  life?  Do  you  have  a sense 
of  purpose? 

1 1 . Are  there  ideas  or  activities  or  people  that  are  of  unquestionable  value  to  you?  Can 
you  truly  give  of  yourself? 

12.  Do  you  spend  time  with  yourself?  Can  you  blot  out  the  noise  and  distractions  of 
daily  living? 
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Using  your  answers  to  guide  you,  you  can  create  a graphic  picture  of  your  wellness. 
Each  numbered  pie-shaped  segment  of  the  circle  in  the  diagram  corresponds  to  the  same 
numbered  question  in  the  profile  questionnaire.  Color  in  an  amount  of  each  segment 
corresponding  to  your  answer  in  the  question  with  the  same  number.  The  inner  circle 
corresponds  to  a score  or  value  of  1,  the  middle  circle  to  a score  or  value  of  2,  and 
the  outer  circle  to  a score  or  value  of  3. 


A2  7 


Source:  Hammond,  J.,  and  Taylor,  R.L.  “Self-analysis  profile.”  In:  California 
Department  of  Mental  Health,  Friends  Can  Be  Good  Medicine.  San  Francisco:  Pacificon 
Productions,  Copyright  1981. 
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ANCILLARY  READING  MATERIALS 


Staying  in  Service:  Avoiding  the  Burnout  Maze 

Pamela  K.S.  Patrick,  Ph.D. 

Relaxation  Training  Methods:  Meditation 

Experts  in  relaxation  training  suggest  that  optimal  benefits  are  obtained  with  use  of  a 

technique  twice  daily.  Meditating  15-20  minutes  a day  before  eating  is  recommended. 

To  begin  acquiring  this  skill,  follow  these  steps: 

• Select  a word  or  phrase  to  focus  on.  It  can  be  associated  with  spiritual  or  philosophical 
beliefs  or  be  a selection  that  has  special  meaning  to  you. 

• Position  your  body  in  a comfortable  posture.  Sitting  with  legs  uncrossed,  or  kneeling, 
if  preferable,  is  fine.  Be  comfortable,  but  not  in  a sleep  position. 

• Gently  close  your  eyes.  . .don’t  squint  or  force  your  eyes  to  close. 

• Relax  by  scanning  your  body  head  to  toe.  Release  tense  spots  by  stretching  the  part. 
Let  your  hands  find  a comfortable,  easy  place  on  your  lap. 

• Focus  on  your  breathing  by  letting  it  be  natural,  at  your  regular  rate.  Don’t  try  to 
slow  it  down.  Each  time  you  exhale,  say  your  special  word  or  phrase,  silently.  Use 
the  same  word  or  phrase  each  time. 

• Passively  accept  the  inevitable  distractions.  When  throughts  come  into  your  mind 
that  distract  you,  let  them  pass  through  and  again  focus  on  your  special  word  or  phrase. 

• Follow  this  sequence  twice  daily  for  15-20  minute  time  periods.  When  time  is  up, 
sit  quietly  for  a minute  or  so  and  gently  open  your  eyes. 

Extrapolated  from:  “The  Faith  Factor:”,  American  Health , May  1984,  Daniel  Goleman. 


49 


Sample  Brief  Relaxation  “Scripts” 


1.  Let  the  lower  jaw  drop  slightly  as  though  starting  a small  yawn.  Keep  the  tongue 
quiet  and  resting  in  the  bottom  of  the  mouth.  Let  your  lips  get  soft.  Breathe  slowly 
and  rhythmically  with  a three-rhythm  pattern— inhale,  exhale,  and  rest.  Stop  forming 
words;  do  not  even  think  words. 

2.  As  you  inhale  (say  to  yourself).  . .1  AM 

As  you  exhale  (say  to  yourself).  . .RELAXED.  Repeat. 

3.  Breathe  in  a deep,  centering  breath 
Let  it  center  and  ground  you 

Then  blow  out  all  the  tension  and  anxiety  in  your  mind/body 
Take  another  breath  centering  yourself 
With  peaceful  energy 

Blow  and  let  go  of  all  negative  thoughts,  feelings,  worry 

Breathe  in  calm  energy 

Relaxed  and  energetic 

Calmly  active 

Actively  calm. 

4.  With  each  breath,  I am  relaxing  deeper  and  deeper 

As  I breathe  smoothly,  oxygen  flows  through  my  body 
Balancing  and  resting  me  physically,  emotionally,  intellectually 
and  spiritually 
I feel  calm  and  renewed 
I am  refreshed  and  centered 

I continue  to  be  aware  of  my  breath  as  it  flows  in  and  out  (two  or  three  minutes) 
I take  a deep  breath  and  stand,  stretch,  and  smile 
or 

I continue  to  breathe  deeply  as  I fall  asleep. 


Source:  Flynn,  Patricia:  Holistic  Health:  The  Art  and  Science  of  Care.  Bowie,  MD: 
Robert  J.  Brady,  Co.,  1980. 
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How  to  Relax  at  the  End  of  a Busy  Day 

George  S.  Everly,  Jr.,  Ph.D. 


Many  of  us  find  ourselves  anxious,  tense,  or  generally  stressed  at  the  end  of  a hectic 
day.  These  feelings  may  cause  us  to  become  upset  with  our  families,  angry  at  ourselves, 
and  undergo  difficulty  falling  asleep.  The  result  is  often  that  we  awaken  the  next  morning 
tired  and  unprepared  to  face  another  hectic  day.  One  way  to  circumvent  many  of  these 
problems  is  to  learn  to  “unwind”  at  the  end  of  a busy  day.  The  simple  routine  described 
below  has  been  found  effective  for  helping  people  relax  after  a rough  day. 

STEP  1— Take  15-30  minutes  to  vigorously  exercise.  Jogging,  swimming,  calisthenics, 
tennis,  etc.  can  all  be  effective.  The  key  is  to  choose  some  exercise  that  you  can  safely 
do  that  will  help  you  “work  up  a sweat.” 

STEP  2— After  allowing  your  pulse  rate  to  return  to  normal  for  15-20  minutes,  take 
a hot  bath  and  just  relax  in  the  tub. 

STEP  3— As  you  relax  in  the  tub,  close  your  eyes  and  picture  all  of  the  major  muscle 
groups  in  your  body  becoming  loose  and  relaxed.  Start  at  your  head  and  picture  one 
group  at  a time  relaxing.  Start  with  your  forehead,  feel  tension  leave  your  body  as  a 
warm  wave  of  relaxation  slowly  descends  from  your  forehead,  to  your  eyes,  to  your 
cheeks,  to  your  mouth,  neck,  shoulders,  chest,  arms,  stomach,  thighs,  and  finally  your 
calves. 

STEP  4— Stay  in  the  tub  around  20  to  30  minutes— whatever  is  most  comfortable  for  you. 

STEP  5— After  leaving  the  tub,  dress  comfortably  and  find  a quiet  place  to  relax.  Drink 
a glass  of  milk,  preferably  warm,  as  you  listen  to  relaxing  music  or  read  for  15-20 
minutes  before  going  to  bed. 

If  you  finish  reading  this  and  ask  yourself  the  question  “Is  he  kidding?”  consider  two 
points:  Step  2 is  optional,  although  it  is  perhaps  the  most  powerful  of  the  steps;  and, 
when  it  comes  to  stress  we  usually  kid  only  ourselves. 
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Calming  Down 

Dr.  George  S.  Everly,  Jr. 


During  the  course  of  an  average  day,  many  of  us  find  ourselves  in  anxiety-producing 
situations.  Our  heart  rates  increase,  our  stomachs  may  become  upset,  and  our  thoughts 
may  race  uncontrollably  through  our  minds.  It  is  during  such  episodes  as  these  that 
we  require  fast-acting  relief  from  our  stressful  reactions.  The  brief  exercise  described 
below  on  this  page  has  been  found  effective  in  reducing  most  of  the  stress  reaction  that 
we  suffer  from  during  acute  exposures  to  stressors— in  effect,  a quick  way  to  “calm 
down”  in  the  face  of  a stressful  situation. 

The  basic  mechanism  for  stress  reduction  in  this  exercise  involves  deep  breathing.  The 
procedure  is  as  follows: 

STEP  1— Assume  a comfortable  position.  Rest  your  left  hand  (palm  down)  on  top  of 
your  abdomen.  More  specifically,  place  your  left  hand  over  top  of  your  navel.  Now 
place  your  right  hand  so  that  it  comfortably  rests  on  your  left.  Your  eyes  should  remain 
open. 

STEP  2— Imagine  a hollow  bottle,  or  pouch,  lying  internally  beneath  the  point  at  which 
your  hands  are  resting.  Begin  to  inhale.  As  you  inhale  imagine  that  the  air  is  entering 
through  your  nose  and  descending  to  fill  that  internal  pouch.  Your  hands  will  rise  as 
you  fill  the  pouch  with  air.  As  you  continue  to  inhale,  imagine  the  pouch  being  filled 
to  the  top.  Your  rib  cage  and  upper  chest  will  continue  the  wave-like  rise  that  was  begun 
at  your  navel.  The  total  length  of  your  inhalation  should  be  3 seconds  for  the  first  week 
or  so,  then  lengthening  to  4 to  5 seconds  as  you  progress  in  skill  development. 

STEP  3— Slowly  begin  to  exhale— to  empty  the  pouch.  As  you  do,  repeat  to  yourself 
the  phrase  “My  body  is  calm.”  As  you  exhale  you  will  feel  your  raised  abdomen  and 
chest  recede. 


52 


A Really  Good  Giggle  Relaxes  You  From  Head  to  Toe 

Robert  Brody 


Health  & Fitness  News  Service 

Think  about  the  last  time  you  laughed  really  hard— an  out-and-out  belly  laugh,  a real 
fall-on-the- floor  special.  Remember? 

You  were  some  sight.  Your  mouth  was  twisted  open,  your  tongue  was  stuck  out  halfway, 
your  lips  were  pulled  back  and  your  nostrils  were  flared.  Though  you  felt  pleasure, 
your  face  suggested  pain.  Your  cheeks  turned  red  and  you  doubled  over,  gasping.  Your 
stomach,  chest  and  ribs  ached.  You  were  helpless,  unable  even  to  speak.  You  looked 
as  if  you’d  just  been  punched  in  the  gut. 

You  survived  the  seizure,  of  course.  And  believe  it  or  not,  you  were  much  the  better 
for  it.  After  all,  you  were  laughing,  a physical  phenomenon  now  yielding  some  secrets 
to  science. 

Gradually,  researchers  are  beginning  to  understand  what  a laugh  is,  as  well  as  what 
actually  happens  during  this  complex  event.  Through  the  study  of  gelotology,  the  science 
of  laughter  (from  the  Greek  gelos,  or  laughter),  they’re  confirming  what  we’ve  always 
suspected — that  we’re  all  better  off  with  laughter  in  our  lives:  Laughter  gives  a hearty 
workout  to  practically  every  organ  in  the  body.  It  may  be  therapeutic  for  painful  conditions 
such  as  arthritis.  It  is  gaining  ground  alongside  other  medical  treatments. 

By  distracting  you  from  worry  and  banishing  gloomy  thoughts,  if  only  for  a few  minutes, 
laughing  can  lighten  stress,  anxiety,  depression  and  pain.  Catecholamines  released  during 
laughter  may  combat  the  pain  of  arthritis  and  other  conditions.  Laughter  could  also  prove 
therapeutic  against  high  blood  pressure  through  sustained  arterial  relaxation  that  improves 
blood  flow.  In  laughing,  we  may  arouse  enzyme  secretions  that  aid  digestion  and  might 
even  work  as  a natural  laxative.  And  laughing  burns  off  a modest  number  of  calories. 
(Keep  your  eyes  peeled  for  The  Laugh  Diet.) 

Here  is  a breath-by-breath  account  of  the  anatomy  of  a laugh: 

In  the  beginning,  something— a wisecrack,  a loud  burp,  a new  wave  leotard— brings 
on  the  impulse  to  laugh.  Your  eyes,  ears  or  sense  of  touch  kicks  off  “a  massive  brain 
reaction,”  says  Dr.  William  F.  Fry,  Jr.,  a leading  gelotologist  and  professor  of  psychiatry 
at  Stanford.  In  a true-blue  laughing  fit,  nerve  fibers  in  the  involuntary  nervous  system 
trigger  a snowballing  cycle  of  discharges  in  the  brain  stem,  the  primitive  brain  region 
connecting  both  cerebral  hemispheres  to  your  spinal  cord.  Your  neural  circuits  reverberate 
with  the  news:  Something  is  funny. 

In  the  process,  the  humor  you  perceived  is  converted  into  electrical  and  chemical  impulses. 
A wave  of  such  impulses  is  dispatched  by  the  hypothalamus,  the  master  control  gland 
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and  message  relay  center  tucked  into  the  base  of  your  brain.  The  message  washes  through 
the  frontal  lobes  and  over  the  motor  centers  of  the  brain,  landing  smack  in  the  cerebral 
cortex— your  cognitive  headquarters— for  instant  evaluation.  The  cortex  then  hands  out 
an  order  to  the  body:  Laugh. 

Only  humans  have  a capacity  for  laughing  at  what  seems  funny.  Sure,  gorillas  and 
chimpanzees  laugh,  but  only  when  tickled— the  reaction  is  purely  physical.  With  humans, 
laughter  is  also  how  the  body  answers  a particular  cue  from  the  brain. 

How  we  all  got  started  laughing  is  still  very  much  a matter  of  theory.  Some  anthropologists 
speculate  that  laughter  evolved  as  a sign  of  triumph  over  a foe  in  a hunt— maybe  a 
mastodon,  a giant  reptile  or  a rival  tribal  member— or  perhaps  as  a message  to  others 
that  we  mean  them  no  harm. 

We  all  learn,  by  example  and  imitation,  to  laugh  in  our  own  style.  Indeed,  laughs  come 
in  as  many  possible  permutations  as  fingerprints  do.  Burt  Reynolds,  for  example,  laughs 
funny— a keening,  hyena  kind  of  laugh.  Our  laughs  vary  in  volume,  rhythm,  length 
and  frequency,  mostly  because  of  differences  in  age,  chest  volume,  musculature,  vocal 
power,  stamina  and  cultural  habits.  Our  laughs  generally  deepen  in  tones  as  we  get 
older— until  the  larynx  loses  elasticity  and  we  tend  to  laugh  at  a high  pitch,  sometimes 
crackling. 

A laugh  can  run  anywhere  from  a half-second  giggle  or  guffaw  to  a 60-second  belly 
burster,  a memorable  earthquake  down  in  your  abdomen,  with  many  variations  in 
between.  Fry  estimates  that  people  in  good  spirits  let  loose  as  many  as  100  to  400  laughs 
a day. 

Laughter  is  partly  chemical.  When  you  laugh,  you  stimulate  your  endocrine  system, 
including  the  pituitary  gland.  Laughing  itself  prompts  you  to  secrete  hormones  that  rouse 
you  to  high  frequency  alertness.  These  hormones,  called  catecholamines,  include 
epinephrine,  norepinephrine  and  dopamine.  As  they  circulate  in  your  blood,  they  drive 
the  laugh  by  stimulating  your  heart,  other  glands  and  hormones,  and  your  breathing, 
and  by  contracting  and  relaxing  your  arteries.  The  pituitary  gland  may  also  stimulate 
release  of  endorphins  and  enkephalins,  natural  painkillers  that  are  chemical  cousins  to 
opiates  such  as  morphine  and  heroin.  As  you  laugh,  the  right  hemisphere  of  your  brain— 
that  which  governs  emotion  and  spurs  creativity — is  more  chemically  active  than  usual. 
During  laughter,  the  two  hemispheres  seem  to  get  on  unusually  well. 

Infants  start  laughing  around  the  10th  week  after  birth.  At  that  stage,  they  laugh 
reflexively,  at  surprises  or  in  relief  at  bodily  sensations  such  as  passing  gas  or  voiding 
the  bowels.  By  the  16th  week  or  so,  they’re  already  laughing  about  once  an  hour. 

Since  the  central  nervous  system  is  still  under  development  in  the  newborn,  infants  have 
little  appreciation  of  humor.  Soon  enough,  they  get  the  hang  of  laughing  at  discomforts 
that  previously  brought  on  crying.  Kids  develop  a tolerance  of— and  capacity  to  convert 
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into  laughter— all  manner  of  tension  (depending  on  their  parents).  At  age  4,  they’re 
laughing  about  every  four  minutes,  mostly  at  the  slap-stick  humor  popular  in  playing. 

Now  you’re  on  the  verge  of  laughing,  ready  to  vent  your  sense  of  fun.  The  zygomatic 
muscles  with  which  your  face  makes  expressions  are  going  into  contortions.  You  seem 
almost  to  grimace.  On  command  from  the  cortex,  your  abdominal,  lumbar,  internal 
intercostal,  subcostal  and  transverse  thoracic  muscles  contract  like  fists.  Your  vocal 
cord  muscles,  designed  for  intelligible  sound,  cannot  coordinate.  Your  glottis  and  larynx 
open,  relaxed  and  ready  to  vibrate.  Your  diaphragm  tenses  in  anticipation  of  respiratory 
spasms.  Air  in  your  body  billows  till  you  feel  pressure  building  in  your  lungs.  (Trying 
to  hold  in  a laugh  is  no  less  than  a violation  against  nature— rarely  successful.) 

Abruptly,  your  breathing  is  interrupted  for  a station  break.  Your  lower  jaw  vibrates. 
A blast  of  air  gusts  into  your  trachea,  flinging  mucus  against  the  walls  of  your  windpipe. 
Pandemonium!  Out  comes  your  laugh,  in  some  cases  clocked  at  170  miles  an  hour. 
You  issue  a strange  machine-gun  sound,  almost  a violent  bark. 

The  eruption  we  tenderly  call  a laugh  is  just  now  getting  into  gear.  As  you  enter  the 
throes  of  a full-bodied  laugh,  you  feel  silly  almost  to  the  point  of  rapture.  Your  body 
bucks  as  if  in  need  of  a snug  straight  jacket.  Your  torso  is  flexed.  Your  arms  are  flailing, 
your  hands  slapping  your  thighs.  Your  whole  cardiovascular  system  is  pulsating,  as 
your  blood  pumps  faster  and  more  powerfully,  delivering  fresh  shipments  of  oxygen 
to  your  cells  and  blood  stream.  With  all  the  blood  engorging  the  veins  of  your  head 
and  neck,  your  face  starts  to  go  purple.  Your  body  temperature  rises  half  a degree. 

Your  skeletal  muscles  are  weakening,  though  your  respiratory  muscles  are  going  full 
tilt.  Your  lacrimal  glands  squeeze  out  tears,  giving  your  eyes  a mirthful  sheen.  You 
puff  and  rasp  with  symphonic  regularity.  You  can  hardly  stand  so  much  glee  coursing 
through  you.  You’re  wobbly  in  the  knees,  wheezing  like  an  asthmatic.  Pleading  for 
mercy,  you  collapse  on  the  nearest  sofa.  Sounds  like  fun,  no? 

Yes,  you  can  die  laughing— through  strokes  or  heart  attack.  And  in  the  16th  century, 
a religious  sect  averse  to  the  spilling  of  blood  allegedly  strapped  prisoners  into  trusses 
to  restrict  chest  expansion.  Salt  was  dabbed  on  the  feet,  then  licked  off  by  goats— death 
by  tickling,  or  execution  by  laughter. 

Now,  after  the  laugh,  you  feel  positively  post-orgasmic.  You’ve  gone  through  psychic 
housecleaning.  You  bask  in  mellow  euphoria  as  adrenaline  refreshes  your  nervous  system 
like  a tropical  fruit  drink.  As  with  sex,  that  moment  of  arousal  and  release  has  left  you 
relaxed.  Your  skin  is  more  sensitive.  Your  muscles,  thus  exercised,  have  gone  slack 
with  rest.  If  you  laughed  really  hard,  your  lungs  lost  a lot  of  gas;  you  might  need  as 
long  as  10  seconds  to  resume  normal  breathing.  At  this  point,  you  might  hiccup  in  relief 
or  cough  from  all  the  exertion.  If  the  epigastric  muscles  were  taxed  at  length,  you  could 
well  empty  the  contents  of  bladder  and/or  bowels.  Such  “gelotological  incontinence,” 
reports  Britain’s  Lancet,  has  been  experienced  by  10  percent  of  the  nurses  in  a survey. 
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When  Disaster  Strikes.  . . 

The  Critical  Incident  Stress  Debriefing  Process 

Jeffrey  T.  Mitchell,  Ph.D. 

The  broken  bodies  and  the  over- whelming  wreckage  of  such  tragedies  as  the  1978  Pacific 
Southwest  Airlines  crash  in  San  Diego,  the  Kansas  City  Hyatt  Regency  Hotel  Disaster 
in  1981  and  this  past  summer’s  loss  of  the  Pan  American  727  in  Kenner,  Louisiana 
have  dramatically  accelerated  a growing  national  trend  to  recognize  and  meet  the  special 
needs  of  emergency  service  personnel.  The  disasters  of  these  past  five  years  have  pointed 
out  clearly  that  the  “stiff  upper  lip,”  or  “John  Wayne  Syndrome”  (you’re  not  hurt 
unless  a bone  is  showing),  is  a fallacy— those  who  work  under  the  assumption  that  rescuers 
are  never  affected  by  what  they  experience  are  living  in  serious  danger.  Among  the 
lessons  learned  from  these  tragedies  is  the  fact  that  rescuers  are  vulnerable  human  beings 
who  have  all  the  normal  physical  and  psychological  responses  to  the  horror  of  human 
suffering. 

In  an  effort  to  reduce  the  number  of  psychological  casualties  among  emergency  service 
personnel,  a relatively  new  form  of  crisis  intervention  that  is  specifically  designed  to 
assist  them  is  now  under  development  at  the  Emergency  Health  Services  Program  of 
the  University  of  Maryland  Baltimore  county.  It  is  called  “Critical  Incident  Stress 
Debriefing”  and  its  main  goal  is  to  support  those  who  are  involved  in  emergency 
operations  under  conditions  of  extreme  stress.  A critical  incident  stress  debriefing  will 
generally  alleviate  the  acute  stress  responses  which  appear  at  the  scene  and  immediately 
afterwards  and  will  eliminate,  or  at  least  inhibit,  delayed  stress  reactions.  These  emotional 
after-shocks  can  appear  days,  weeks  or  even  months  later  and  can  seriously  affect  a 
person’s  performance  within  the  emergency  organization  as  well  as  his  relationship  within 
his  family. 

The  Critical  Incident 

A critical  incident  is  any  situation  faced  by  emergency  service  personnel  that  causes 
them  to  experience  unusually  strong  emotional  reactions  which  have  the  potential  to 
interfere  with  their  ability  to  function  either  at  the  scene  or  later.  A major  disaster  is 
one  type  of  critical  incident  that  comes  to  mind,  but  a situation  does  not  have  to  be 
of  this  magnitude  to  classify  as  a critical  incident.  All  that  is  necessary  is  that  the  incident, 
regardless  of  the  type,  generates  unusually  strong  feelings  in  the  emergency  workers1,2. 
The  following  are  examples  of  critical  incidents: 

• The  serious  injury  or  death  of  an  emergency  team  member  in  the  line  of  duty. 

• The  serious  injury  or  death  of  a civilian  resulting  from  emergency  service  operations. 
This  would  include  a shooting  by  a police  officer  or  a civilian  injury  or  death  caused 
by  the  collision  of  emergency  units  responding  to  a fire  or  EMS  call. 


Source:  jews  January,  1983,  pp.  36-39 


• Almost  any  case  which  is  charged  with  profound  emotion  such  as  the  sudden  death 
of  an  infant  under  particularly  tragic  circumstances. 

• Almost  any  case  which  attracts  extremely  unusual  attention  from  the  news  media. 

• Any  loss  of  life  which  follows  extra-ordinary  and  prolonged  expenditures  of  physical 
and  emotional  energy  in  the  rescue. 

• Any  incident  which  can  be  considered  a serious  physical  or  psychological  threat  or 
a sudden  loss  to  the  rescuers. 

• Almost  any  incident  in  which  the  circumstances  are  so  unusual  or  the  sights  and  sounds 
so  distressing  as  to  produce  a high  level  of  immediate  or  delayed  emotional  reaction 
that  surpass  the  normal  coping  mechanisms  of  emergency  personnel.3 

Stress  Response  Syndromes 

Critical  incidents  produce  a characteristic  set  of  psychological  and  physiological  reactions 
or  symptoms  (thus  the  term  syndrome)  in  all  people,  including  emergency  service 
personnel.  Since  the  American  Civil  War  it  has  been  known  that  soldiers  and  others 
exposed  to  war  and  disasters  or  critical-type  incidents  have  experienced,  among  other 
symptoms,  restlessness,  irritability,  excessive  fatigue,  sleep  disturbances,  anxiety,  startle 
reactions,  depression,  moodiness,  muscle  tremors,  difficulties  concentrating,  nightmares, 
vomiting,  diarrhea,  and  suspiciousness.4 Even  Freud  was  impressed  with  the  quantity 
and  intensity  of  the  stress  response  symptoms  experienced  by  World  War  I veterans. 
He  found  that  those  who  had  been  exposed  to  traumatic  events  repeatedly  experienced 
mental  images  of  those  frightening  scenes  even  when  they  tried  to  forget  them.5 More 
recently,  researchers  have  concluded  that  just  seeing  gory  sights  or  hearing  distracting 
sounds  is  enough  to  trigger  strong  responses  in  people.6,7 

The  physical  and  emotional  symptoms  which  develop  as  part  of  a stress  response  are 
considered  normal  in  every  way.  They  develop  in  most  people  facing  stress,  threat  or 
loss,  and  are  primitive  responses  of  the  mind  and  body  designed  to  help  the  person 
survive.8  9 The  stress  response  syndromes,  although  normal,  have  the  potential  to 
become  dangerous  to  the  emergency  service  worker’s  health  if  symptoms  become 
prolonged.  They  sap  energy  and  leave  the  person  vulnerable  to  illness.  Under  certain 
conditions,  they  may  have  the  potential  for  life-long  aftereffects.  They  are  especially 
destructive  when  a person  denies  their  presence  or  misinterprets  the  stress  responses 
as  something  going  wrong  with  him. 

Critical  Incident  Stress  Debriefings 

There  are  many  methods  to  deal  with  a stress  response  syndrome.  Among  them  are 
strenuous  physical  exercise  and  special  relaxation  programs  within  24  hours  after  the 
critical  incident.  But  one  of  the  most  effective  methods  to  deal  with  a stress  response 
syndrome,  especially  in  emergency  personnel,  is  a Critical  Incident  Stress  Debriefing 
(CISD). 

The  CISD  is  an  organized  approach  to  the  management  of  stress  responses  in  emergency 
services.  It  entails  either  an  individual  or  group  meeting  between  the  rescue  worker 
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and  a caring  individual  (facilitator)  who  is  able  to  help  the  person  talk  about  his  feelings 
and  reactions  to  the  critical  incident.  Basically,  the  CISD  has  three  parts.  The  first  part 
allows  for  an  initial  ventilation  of  feelings  by  the  rescuer  and  an  assessment  by  the 
facilitator  of  intensity  of  the  stress  response  in  the  workers.  Part  two  of  the  CISD  entails 
a more  detailed  discussion  of  the  signs  and  symptoms  of  the  stress  response  and  provides 
for  support  and  reassurance  from  the  facilitator.  The  third  part  of  the  CISD  is  the  closure 
stage  where  resources  are  mobilized,  information  is  provided,  a plan  of  further  action 
may  be  designed  and  referrals,  if  necessary,  are  made. 

The  victim  of  stress  response  syndrome  responds  remarkably  well  to  this  supportive 
crisis  intervention  format  if  the  intervention  takes  place  early.  Within  24  to  48  hours 
is  the  ideal  time  for  intervention.  As  the  length  of  time  between  the  incident  and  the 
CISD  grows,  the  effectiveness  of  the  intervention  decreases.10  After  about  six  weeks 
the  effectiveness  is  minimal  and  the  person  is  then  considerably  more  vulnerable  to  lifelong 
emotional  fallout  from  the  incident.  For  example,  several  years  ago  a drilling  platform 
in  the  North  Sea  broke  apart  and  toppled  over  in  a storm.  There  was  a great  loss  of 
life.  Survivors  were  brought  to  port  in  two  groups  which  arrived  several  hours  apart. 
The  first  group  was  hospitalized  and  interviewed  by  psychiatrists  as  part  of  their  treatment. 
The  word  that  the  first  group  was  being  seen  by  psychiatrists  somehow  reached  the 
second  group  of  survivors.  When  the  second  group  arrived,  they  were  also  hospitalized, 
but  had  decided  on  the  way  in  that  being  seen  by  psychiatrists  was  a weakness.  They 
refused  to  be  interviewed  by  the  psychiatrists.  Today,  the  members  of  the  group  which 
allowed  psychiatric  interviews  are  well  adjusted  and  functioning  normally  in  life.  Most 
have  returned  to  their  former  jobs  at  sea.  Many  members  of  the  group  which  refused 
help  are  currently  experiencing  a variety  of  distressing  emotional  and  physical  symptoms 
and  are  unable  to  work  in  their  old  jobs  even  though  some  of  them  received  a debriefing 
several  months  after  the  incident.11 

Types  of  Debriefings 

There  are  essentially  four  types  of  Critical  Incident  Stress  Debriefings.  Each  has  its 
own  purposes  and  procedures  but  the  overall  goals  are  basically  the  same:  to  protect 
and  support  EMS  personnel  and  to  minimize  the  development  of  abnormal  stress  response 
syndromes  which  may  cause  lost  time  and  effectiveness  at  work  and  problems  within 
the  family. 

The  On-Scene  or  Near-Scene  Debriefing— This  is  the  briefest  form  of  CISD.  It  is  typically 
performed  by  a mental  health  professional  familiar  with  emergency  operations  but  may 
be  performed  by  a chaplain  or  an  officer  not  directly  responsible  for  the  management 
of  the  scene.  In  any  case,  the  facilitator  functions  as  an  observer/advisor  and  watches 
for  the  development  of  acute  reactions.  Checklists  of  symptoms  are  available  from  several 
sources  and  should  be  utilized,  since  a single  symptom  is  not  indicative  of  an  acute 
stress  reaction.12  13, 14  The  facilitator  briefly  checks  on  the  well-being  of  the  personnel, 
offers  encouragement  and  support  and  suggests  to  command  officers  which  individuals 
or  groups  may  need  a break  or  a change  in  duties.  The  facilitator  spends  some  time 
with  those  who  are  resting  and  allows  some  ventilation  of  feelings  and  reactions.  A 
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key  to  helping  the  personnel  here  is  a good  listening  ear.  The  Israeli  army  has  instituted 
this  very  type  of  CISD  and  has  found  it  very  successful  in  cutting  down  the  incidence 
of  prolonged  serious  stress  reactions  in  combat  troops.15 

The  Initial  Defusing— The  initial  defusing  is  a form  of  CISD  which  is  usually  performed 
very  shortly  (within  a few  hours)  after  the  critical  incident.  It  may  be  led  by  a mental 
health  professional  but  it  is  more  often  organized  and  led  by  command  officers.  At  times 
there  is  no  designated  leader.  The  whole  initial  defusing  may  be  quite  spontaneous  as 
those  who  had  been  involved  in  the  critical  incident  gather  around  after  cleaning  equipment 
and  preparing  their  units  for  the  next  call.  They  start  talking  about  their  feelings  and 
reactions  to  the  incident  and  the  defusing  is  underway. 

It  really  does  not  matter  whether  the  initial  defusing  is  led  by  a specific  person  or 
completely  spontaneous.  What  does  matter  is  that  the  atmosphere  of  the  initial  defusing 
is  positive,  supportive  and  based  on  care  and  concern  for  the  team  members.  No  one 
should  be  criticized  for  how  they  feel.  Instead,  they  should  be  allowed  free  expression 
of  feelings  with  acceptance,  support  and  understanding  from  each  other  and  their  leaders. 

The  best  format  for  this  initial  defusing  would  be  a mandatory  team  meeting  as  soon 
as  possible  after  the  conclusion  of  the  incident.  About  one  hour  is  usually  enough  to 
go  through  the  process.  During  this  time,  the  team  members  and  leaders  should  check 
on  each  other’s  well-being  and  provide  support  and  friendship  to  those  who  seem  to 
be  hardest  hit  by  the  incident.  This  is  not  the  time  for  criticizing  personnel  or  critiquing 
the  incident.  No  responsibility  for  malfunctions  should  be  distributed  to  any  of  the  team 
members;  just  understanding. 

The  Formal  CISD— The  formal  CISD  is  typically  led  by  a qualified  mental  health 
practitioner  24  to  48  hours  after  the  conclusion  of  the  incident.  A skilled  professional 
is  usually  necessary  in  this  debriefing  because  the  emotional  content  released  during 
the  session  may  overwhelm  an  untrained  facilitator.  The  facilitator  should  be  skilled 
in  human  communications  and  should  have  a fairly  good  background  in  group  dynamics 
or  group  interactions.  A good  working  knowledge  of  stress  response  syndromes  and 
the  operational  procedures  of  the  emergency  service  group  is  essential  for  the  success 
of  the  debriefing. 

In  the  majority  of  cases,  a formal  CISD  is  generally  not  organized  for  the  first  24  hours 
because  the  EMS  personnel  are  still  too  worked  up  to  be  able  to  deal  appropriately  with 
an  indepth  group  discussion  of  the  incident,  especially  as  it  relates  to  their  inner  feelings. 
They  are  trained  to  suppress  emotional  reactions  during  and  for  a brief  time  after  an 
incident.  Natural  feelings  of  denial  and  avoidance  predominate  during  the  first  24  hours. 
Often  emergency  service  workers  attempt  to  intellectualize  about  the  incident,  and  they 
run  it  through  their  minds  over  and  over  as  they  try  to  make  sure  that  they  handled 
their  part  correctly.  Several  hours  after  the  incident  their  cognitive  activities  decrease 
and  fairly  intense  feelings  may  then  come  to  the  surface.  This  is  the  time  for  a CISD 
(in  some  situations  this  may  occur  earlier  than  24  hours.  The  one-day  time  limit  is  only 
a guide.) 
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The  formal  CISD  should  be  mandatory  for  all  personnel  involved  in  the  scene.  At  times 

a joint  debriefing  between  police,  fire  and  EMS  personnel  is  extremely  beneficial.  Again, 

this  is  not  an  incident  critique.  The  tone  must  be  positive,  supportive  and  understanding. 

Everyone  has  feelings  which  need  to  be  shared  and  accepted.  The  main  rule  is — no  one 

criticizes  another;  all  listen  to  what  was,  or  is,  going  on  inside  each  other. 

The  formal  CISD  follows  this  general  format: 

A.  Introductory  phase.  The  facilitator  begins  by  introducing  himself  or  herself.  The 
rules  of  the  process  are  then  described.  The  need  for  absolute  confidentiality  is 
carefully  explained.  Members  are  encouraged  to  make  a pact  with  each  other  to 
be  silent  forever  regarding  details  of  the  debriefing,  especially  any  details  which 
could  be  associated  with  any  particular  individual.  Participants  in  a debriefing  need 
to  be  assured  that  the  open  discussion  of  their  feelings  will  in  no  way  be  utilized 
against  them  under  any  circumstances. 

B.  The  fact  phase.  Most  facilitators  begin  this  phase  by  asking  the  participants  to  describe 
some  facts  about  themselves,  the  incident  and  their  activities  during  the  critical 
incident.  They  are  asked  to  state  who  they  are,  their  rank,  where  they  were,  what 
they  heard,  saw,  smelled  and  did  as  they  worked  in  and  around  the  incident.  Each 
person  takes  a turn  adding  in  the  details  to  make  the  whole  incident  come  to  life 
again  in  the  CISD  room. 

C.  The  feeling  phase.  Once  all  participants  have  shared  sufficient  factual  information 
to  bring  the  incident  into  vivid  memory,  the  facilitator  begins  to  ask  feeling-oriented 
questions.  “How  did  you  feel  when  that  happened?”  “How  are  you  feeling  now?” 
“Have  you  ever  felt  anything  like  that  in  your  life  before?”  Again  each  person  in 
the  room  gets  a chance  to  answer  these  and  a variety  of  other  questions  regarding 
their  feelings.  At  times,  a facilitator  has  to  do  very  little.  People  start  talking  and 
the  whole  process  goes  along  with  only  limited  guidance  from  the  facilitator.  What 
is  important  under  these  circumstances  is  that  the  facilitator  makes  sure  that  no  one 
gets  left  out  of  the  discussion  and  that  no  one  dominates  the  discussion  at  the  expense 
of  others.  People  will  most  often  discuss  their  fears,  anxieties,  concerns,  feelings 
of  guilt,  frustration,  anger  and  ambivalence.  All  of  their  feelings,  positive  or  negative, 
big  or  small,  are  important,  and  need  to  be  expressed  and  listened  to. 

D.  The  symptom  phase.  This  phase  of  the  debriefing  concerns  itself  most  with  answering 
the  questions,  “What  unusual  things  did  you  experience  at  the  time  of  the  incident?” 
“What  unusual  things  are  you  experiencing  now?”  and  “Has  your  life  changed 
in  any  way  since  the  incident?”  The  participants  are  urged  to  discuss  what  is  going 
on  now  in  their  homes  and  in  their  jobs  as  a result  of  their  experiences.  In  other 
words,  they  are  describing  their  own  versions  of  stress  response  syndromes. 

E.  The  teaching  phase.  The  facilitator  takes  this  opportunity  to  teach  the  group  something 
about  the  stress  response  syndromes.  The  emphasis  is  on  describing  how  normal 
and  natural  it  is  for  emergency  service  people  to  experience  a variety  of  signs, 
symptoms,  and  emotional  reactions  to  the  critical  incident  they  lived  through. 


60 


F.  The  re-entry  phase.  This  final  phase  seeks  to  wrap  up  loose  ends,  answer  outstanding 
questions,  provide  final  reassurances  and  make  a plan  of  action.  Groups  often  need 
a direction  or  specific  activity  after  a debriefing  and  this  is  an  opportune  time  to 
work  out  a plan  for  such  an  activity.  For  example,  in  one  case  where  a drunk  driver 
killed  several  people,  EMS  personnel  made  a plan  to  appear  in  court  at  the  trial 
in  full  uniform  as  a form  of  protest  against  light  sentences  for  drunk  driving.  It 
gave  them  a sense  of  purpose  and  unity.  Summary  comments  are  then  offered  and 
the  personnel  are  advised  about  getting  additional  help  should  they  need  it. 

All  six  segments  of  the  CISD  usually  take  three  to  five  hours  to  complete. 

The  Follow-up  CISD  is  performed  several  weeks  or  months  after  a critical  incident. 
It  is  not  always  necessary,  but  when  it  is,  its  main  purpose  is  to  resolve  some  issue 
or  problem  that  came  up  as  a result  of  the  critical  incident  and  is  still  present.  The  follow- 
up CISD  may  be  performed  with  the  entire  group,  a portion  of  it,  or  with  an  individual. 
It  is  by  far  the  most  difficult  CISD  for  the  facilitator  to  perform  and  is  closely  identified 
with  a therapy  process.  More  than  one  session  may  be  necessary  to  achieve  the  goals 
of  relieving  emergency  personnel  from  a set  of  painful  psychological  and  physical 
reactions,  but  the  end  result  is  well  worth  the  extra  effort.  Once  free  from  frustration, 
anxiety  and  guilt,  emergency  personnel  are  able  to  function  happily  again  in  their  jobs 
and  in  their  homes. 

Conclusion 

The  simplicity  of  the  Critical  Incident  Stress  Debriefing  should  not  cause  one  to 
underestimate  its  value.  Well-executed  CISDs  have  an  enormous  potential  to  alleviate 
overwhelming  emotional  feelings  and  potentially  dangerous  physical  symptoms.  When 
used  properly,  they  can  extend  the  careers  of  personnel,  thus  saving  great  outlays  of 
resources  to  replace  perfectly  good  men  and  women  who  have  seen  too  many  broken 
bodies  and  too  much  human  misery. 
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